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NOTICE OF ERROR 


Through printer’s error, pagination in March issue 


of the JouRNAL duplicates that in the February issue. 


Bibliographical references to articles in these two issues, 
therefore, should include after the page number the 


letter F or M to indicate the month of issue. 
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THE AMERICAN JOURNAL OF PSYCHIATRY 


Perhaps the title, “The Limitations of 
Psychiatry,’ may imply to some of you that 
I shall speak only of its defects and inade- 
quacies. If so, let me at once explain that by 
the word “‘limitations” I wish to convey the 


idea of boundaries—boundaries that some- 
times fall short of, and sometimes extend 
beyond, the current impressions of where 
they are to be found. 


If there is none-the-less a flavor of warn- 
ing in the title, I leave it there deliberately 
because warnings lead often to moderation 
and moderation is the attitude needed above 
all at the present for the wise growth of psy- 
chiatry. Psychiatry like every great cause 
has as much to lose by the parlous zeal of 
its converts as by the apathy of its skeptics. 
Since virtues have their defects we may die 
f what too passionately we live for. 

Now much in psychiatry has been doubted, 
1, and ignored by the uninformed and 
attacks can be countered with accom- 


deride: 
these 
plishments and solid virtues; but with what 
shall we counter all the exaggerated claims 
nd unanswerable hopes engendered by some 
psychiatrists or their converts, more royalist 
Perhaps because such ad- 
vocacy is so far from the logic of science, 
| feel at times stifled in the atmosphere of so 


than the 


King ? 


much exaggeration. It is everywhere about 
us. Commercial rhetoric and political slo- 
gans have scant use for any but superlative 
terms. I have become so bored by hoarse 
claims and shrill exaggeration that I have 
taken this moderate title without apology 
or regret. 

Indeed there advantages in 
warning ourselves that psychiatry has limita- 
tions. We may thus avoid the frustration of 
misplacing our efforts and the embitterment 
of ill-founded hope. By sober qualifications 
of what may be expected of psychiatry our 
candor may more confidence than 
suspicion. Not only are there a goodly num- 
ber of those who prefer sober claims to bally- 
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create 


_1}The Menas Gregory Memorial Lecture, de- 
livered at New York University, Oct. 17, 1947. 


THE LIMITATIONS OF PSYCHIATRY * 
ALAN GREGG, M.D., New York, N. Y. 


hoo, and a plain paragraph to the allure of 
a three-color, full-page advertisement—but 
also they are better people to do business 
with. By using moderation therefore, we 
may find our best friends. One further ad- 
vantage of a frank inventory of the limita- 
tions of psychiatry : when we know what not 
to expect we shall sensibly redouble our 
efforts within the range of what can be got- 
ten by hard work. 

Whoever attempts to be a surveyor of 
psychiatry, with a view to setting its bound- 
aries, will soon become aware of its extra- 
ordinary range. At present psychiatrists, by 
tradition and by logic, take care of the 
frankly psychotic and the extremely defec- 
tive. In the never-ceasing variety provided 
by a virtual infinity of chromosomal combi- 
nations there are born, apparently inevitably, 
a constant series of what one can think of 
as Nature’s experiments, human beings 
greatly at variance to the ordinary successes of 
the reproductive process, for they are quite 
incapable of adjustment or survival. Also 
there will be with us perhaps always, and 
certainly in the predictable future, such cat- 
astrophic environmental strains in the lives 
of certain persons as to call for help over 
varying periods of time, to weather the 
storms or adjust to their effects. But beyond 
the task of caring for the results of sickness 
there will be for years to come the study of 
the causes, and the ways in which the causes 
act, to produce derangements and diseases 
of the nervous system. All these have been 
the tasks of the psychiatrist, tasks performed 
under the triple handicap of isolation, taboo, 
and a system of state support that provided 
millions for custodial care but until recently 
hardly a hundred dollars for research. 

The work of the psychiatrist does not 
end with the patients legally committed, 
or likely to be committed to his care. 
He deals also with mental and emotional 
disturbances, the so-called psychopathology 
of everyday life, of normal persons, and 
with the psychological changes that so 
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often accompany all other kinds of ill n of the unedt improved infant 
ness. Indeed one of the conspicuous at nd child mortality they now survive in large 
important developments of psychiatry in 1 vhile e graduates are not 
last 50 years is just this increase in t] e relative number 
activities and interests of the psychiat: hus increased. 
Today he is called earlier, more easily, e composition of 
for a far wider range of disorders. with a high 
widely applicable is this kind of psycl death, that de- 
to the other specialties of medicine that | next genera- 
chiatry like preventive medicine deserves - not renew- 
be called a generality, quite as much ew children will have 
specialty. Like preventive medicine, ps) comparable back- 
atry can be brought logically and effect therefore rely 
to the aid of internist, surgeon, obstet: lirectly tha: re upon their rela- 
and gynecologist, pediatrician, orthope lativ ineducated group who 
the public health officer, the nurse, parent x to be with us in steadily mounting 
teachers and indeed to all who deal res; 

sibly with people in any of the stages « ng the public 
ease or defect. You may well say, “But examine some of 
such a mandate what limitations has ps ( ling what psy- 
chiatry ?” 1 to qualify 

If the range of psychiatry is extraord 

still more unusual is the range of do little to 
expected of psychiatry. Nobody knovy mental defects 
cisely how much these expectations edity. I say 
been aroused by the promises, the assurat it But with the 
and the impatient exhortations of psy research by 
trists themselves, and how much by the kn wledge 
of people who chronically turn their wi day, I think, 
into assumptions and mistake their hopes the lay public 
facts. Nor would any immediate pur; se and defect can 
served by finding out how much these ited. In point 
tations are due to bad leadership defects which 
much to bad followership. But some progress in rid- 
advantage might come from the e1 and defect will 
realization that we must pay more att: W iys dependent upon 
to what any or all doctors tell the unif the the lay public. 
laity. Why? Because it is wise for doct | reditary factors 
to remember that even if laymen don’t mes dependable 
derstand medicine they know more hiatrists will be 
something else than do their doctors. ( in do in reduc- 
are not incapable, therefore, of underst raction of mental 
ing. The best of the laymen want to 1 can still allev- 
stand and use the Promethean fire. ite a it hereditary disease just as in- 
also because the scantly educated fraction ternists treat diabet hich is a hereditary 
of our population is producing well 

three times as many children as the wel English psychiatrist 
educated. If you are not disturbed pi ce to the layman 
and are inclined to say, ““Yes, but the ll r the greatest psy- 
rant have always had large families” then | tric vantage to the people. He replied, 


will reply with a fact that has not aly “Be mot 
been true, namely that, although in the past _ partnet 
a high mortality eliminated a large proj [ woul 
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that the American Journal of Heredity has 
more lawyers on its subscription list than 
physicians. Until the medical profession sees 
its patients as having genetic as well as psy- 
chological and somatic histories we _ shall 
have to admit our professional ignorance of 
heredity and the only fragmentary know- 
ledge as yet revealed as one of the primary 
remediable limitations of psychiatry. 

If it be considered a limitation of psychi- 
atry that it cannot fulfill all the promises 
made for it then this is the time for some 
blunt and explicit disclaimers. Let us get 
rid of unreasonable expectations. To begin 
with psychiatry cannot fairly or wisely be 
considered as eager, willing, and able to pay 
up the overdrawn accounts of all who insist 
on abusing their nervous systems. In Amer- 
ica the urban population is steadily increas- 
ing at the expense of the rural. Urban life 
is notoriously childless. Note the prestige 
value of a new car compared to that of a new 
Urban life attracts and intensifies all 
kinds of ambition, especially the competitive. 
I need no statistics to convince you that 
people in cities use more chemical consola- 
tions, stimulants and sedatives, e.g. tobacco, 
alcohol and sleeping powders, than people in 
completely rural circumstances. Suburban 
life does not belong in the rural classification. 
If a lost weekend happens to require the co- 
operation of a country club, the results can 
best be understood if the country be consid- 
ered like alcohol, as a spurious solace of 
city life. Next let us realize that Mr. Edi- 
son's estimable perfection of the electric 
light has resulted in a widespread and in- 
tense curtailment of the hours the human 
race, in the wisdom of some hundreds of 
thousands of years of experience, used to 
spend in sleep. At the same time our re- 
markable system of artificial light consider- 
ably increases such stimuli and activities of 
the nervous system as are restored by the 
sleep it banishes. For any overdrafts on the 
nervous system that may be caused by the 
merciless telephone, the perils of street traf- 
fic, competitive ambition, artificial illumina- 
10n, 


baby. 


noise, the aimlessness of childlessness, 
ite hours, and the other advantages of city 
ife, psychiatry cannot be held as a mysteri- 
ously rich and entirely indulgent reserve 
account, to be drawn upon ad lib by the 


t 


heedless. Not many years ago an impres- 
sionable dowager, whose generic characteris- 
tics have become better known thanks to the 
relentless skill of Miss Helen Hokinson, 
offered to a vice-president of a Fifth Avenue 
bank a hopeful suggestion. She explained 
that ever since the telephone company had 
shown her the great convenience of an up- 
stairs as well as a downstairs telephone she 
had wondered why the Bank didn’t arrange 
a system of upstairs as well as downstairs 
cheque books. In company with the upstairs 
cheque book, psychiatry is the inexhaustible 
hope of the urban sophisticate, and at times 
the psychiatrist shares with the suave bank 
president the task of explaining what is what 
to a valued client. 

In our money-wise culture, getting a re- 
bate is as seductive as getting somebody to 
cover an overdraft. So we must list another 
painfully ill-grounded expectation of psychi- 
atry—namely that it may be relied on to 
remove the price tags on preferred neurosis, 
deliberate aggression, and predictable guilt. 
When a patient would rather have his neu- 
rotic symptoms than get well psychiatry is 
limited to offering him the alternatives. It 
cannot glibly remove the price tag or pretend 
there is none. There is a stage in the alco- 
holic’s career which is neatly described by 
saying that he doesn’t want to stop drink- 
ing—he merely wants to want to stop drink- 
ing. Just as true penitence is needed to be 
forgiven, the patient’s desire to get well is 
a sine qua non for the psychiatrist to be of 
help. Psychiatry can often explain, but it 
cannot be expected to absolve, the oncoming 
guilt of a deliberately planned aggression. 

Nor can psychiatrists wisely be held re- 
sponsible for correcting all the impacts of 
a sick society upon its members. As Durk- 
heim said and Elton Mayo reiterates, we are 
no longer in a traditional culture. We live 
in an adaptive culture and the patterns of 
wise behavior under the conditions of today 
have neither been proven nor, I suspect, even 
found. For example, nationalism, as pointed 
out in 1926 by Delaisi, and by many others, 
is no longer consistent with the realities re- 
sulting from technological progress, trans- 
portation, communication, the machine, and 
mass production. Almost certainly some per- 
sons, perhaps in large numbers, will feel the 
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present burden of political and moral coni Now he layman’s 
sion to a far greater extent than others ! overlapping, 
inescapably so. Psychiatry can wave 1 there ar cely t risks of trespass, 
magic wand and so obliterate powerful socia 1 ther rg achment, and the 
forces and the conflicts that accompany enot le rre proprietorship and pro- 
mously complicated social transitions, evet nal pi e. 7 rh psychiatry lays 
it has been fondly hoped or vaingloriou ! aim to the right plenary forgiveness 
imputed to have such powers. It can, how nterce n nor to threats regarding the 
ever, help us to become less brittle and | bring relief 
flammable, more adjustable, flexible, t thro ratiol nte tations for guilt and 
erant, and calm. This psychiatry can d in it guilt produces. 
the present generation in therapeutic acti\ 1 in mat er reasonable ways 
ities and it can also devise methods of uy ffer 1 that is of extreme 
bringing the next generation to increase th relat , especially to per- 
adaptive faculties. 1g101 not reach. And 
Undoubtedly there are those who ex] tt ucl treatment as it 
psychiatry to take the place of religi discove! nd | effective gives to 
though they can hardly be persons with a tl nsat eans of recovering 
clear view of what is religion. After exami hows the con- 
ing such instances carefully we would dis latior rel cannot be expected to 
cover that most of those who expect as mu part. N thel try is not in any 
from psychiatry are driven more by fear o1 ul sense a substitu r religion, nor does 
confusion in the absence of religion than by t promise to | pl ng as it is in other 
an intelligent grasp of what psychiatry can 
and cannot, supply. But the human mind, s ations psy 


often bewildered by the ceaseless variety 


experience, finds solace and the semblance that apy n |e ill the rest 
security in abstractions. It likes generaliza edicit there, too, the laity 
tions. It likes to assemble a wide range of truth. The 
phenomena under the heading of an abstract esse! t the he physical 
noun, with which it can deal by name a ence first make 
least. This leads to false contrasts and spu ry, the: t, and then pr 


en proceed 
rious antitheses. A full discussion of the 1 1 
terrelations of psychiatry and religion wou mand for its applicati ledicine has had to 
require a volume, and an author far bett 
versed in both subjects than am I. Yet 


Vie dicine has 
that pain be 


venture to suggest that the two are so diifet ! lisability 1 ed, and death post- 
ent that neither can be sensibly expect nd then if tl be time and strength 


to substitute for the other; the thought 
one is deductive, the other’s inductive; 


to these tasks. 


rkin discov- 


one aspires to a knowledge of God, the other. the anilin set es he knew what 
of man; the one worships a Master, the oth« e could er before there was a demand 
does not worship; the one follows authority rs. & ld tract to furnish the new 
and the revelation of sacred writings a r magenta and it n became the rage, 
obiter dicta, the other follows experienc: igh there had been no age-long need or 
and in the face of the ultimate mystery | lemand for that particular dye. In 
existence, one sings credo and the other 11 ' nce is between con- 
sists upon saying ignoramus (but not ign icting re none had been 
rabimus). In both quality and quantity th efore and rebuilding isy street without 
differences between religion and psychiatt terrupti traff iffering humanity 
are vast but there is some overlapping of plucks at the doctor’s sleeve, distracting his 
interest when questions of human conduct attention to the results rather than the causes 
and its personal consequences are involve f disease. The engineer may see what 1s 
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needed and invent a machine to supply a 
need not yet felt or formulated by those who 
need it. But the engineer meets with no close 
analogue to the pain that brings a doctor’s 
clients groaning to him for immediate relief. 
The engineer defines what he can do and 
what he cannot—and preserves his equa- 
nimity. The doctor’s patients define what 
is wanted but the doctor cannot contract 
to furnish. it except where unhurried re- 
search or some chance discovery has given 
him an engineer’s command of human phys- 
iology. Though common sense _ suggests 
that the first problems to be solved in med- 
icine were the easy ones, there might be 
some difficulty in proving such a suggestion. 
Consequently we should never cease to be 
grateful for the genius of those who made 
the earlier discoveries seem easy. But there 
can be no doubt that psychiatrists are held 
responsible for solving problems of exceed- 
ing complexity: they do not promise to solve 
them, but a solution is expected none the 
less, for are they not psychiatrists? I rise 
in their defense: give them a chance to do 
research ! 

The first step in giving men a chance to 
do research is to insist that they know and 
use the methods of science. The next step 
is to be patient and tolerant of their choices 
of subjects for investigation. For example, 
the protracted nature of the psychoanalytic 
technique becomes entirely reasonable as 
long as it is essential as a research proce- 
dure, for the comprehension of the under- 
lying phenomena. Or the dominance of 
histopathology in German psychiatry from 
1885 to 1915. Was that therapeutics? No. 
Did it provide additions to scientific and 
eventually applicable knowledge? Certainly. 

So much for the false expectations which 
psychiatry cannot fulfill, What of its true 
limitations—permanent or temporary? Let 
us consider first the difficulties inherent to 
psychiatry as a field of knowledge. There 
is a measure of truth in the remark that you 
can’t easily cut butter with butter nor de- 
scribe what a table is in terms of tables only. 
So it is difficult for the mind of man to com- 
prehend or describe the mind of man. This 
is difficult not only in theory. It is also diff- 
cult in practice, for, as Oscar Wilde re- 
marked, “All criticism is a kind of auto- 
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biography,” and the interpretation of conduct 
of any human being involves the experience 
as well as the tastes and temperament of the 
interpreter. Furthermore, unlike the inani- 
mate material of physicist or chemist, human 
beings have memories, so no experiment 
when repeated on a human being is ever 
quite the same the second time. So subtle 
and all-pervading is this factor of memory 
that we find difficulty in realizing the oft- 
quoted remark about Chance that “‘it has 
neither memory nor conscience.” When a 
flipped penny has come up heads seven times 
in succession our human minds find trouble 
in realizing that the chances do not slightly 
favor a tail at the next toss, as though the 
penny could remember. It is even harder to 
keep our thinking clear when we deal with 
other human beings than when we flip pen- 
nies. Furthermore, animal experimentation, 
a resource of the physiologist or the patholo- 
gist, has been, till now at least, far less useful 
to psychiatry than to other fields of medicine. 
And still another point: even when studied 
merely in terms of structure and spatial re- 
lationships the human nervous system is an 
almost infinitely more complicated affair 
than the skin, the muscles, the bones, or the 
digestive system—or indeed any other tis- 
sues or systems of the body. Nor are the 
functions of the nervous system likely to 
prove more simple than its structure. 

Yet over against these difficulties there are 
some advantages in the characteristic of psy- 
chology and psychiatry that the observer and 
the observed are in the same type of system. 
Because of this we experience what is called 
empathy: the observer knows within a cer- 
tain range and in advance what the observed 
will do in a certain situation. Prediction of 
behavior based on what we call common 
sense psychology goes farther than common 
sense goes in physics. Even if there are 
advantages in empathy there are complex- 
ities and pitfalls: witness the pathetic fallacy. 

Since research upon the problems of psy- 
chiatry depends in part upon the public's 
understanding of its importance, its need of 
support, and its potentialities, the status of 
psychiatric research has remained one of the 
most poignant limitations of psychiatry. lf 
the recorded cost of psychiatric care annually 
in this country be taken as at least five hun- 
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dred million dollars, we may rightly quad ple, r ignorance of 
ruple that figure when we estimate the cost t1 inds of others, 
to efficiency and economy of all the anxieti theit re n belonging to the 
depressed states, phobias, eccentric beha\ the d rror and help- 
and errors of reasoning that go untreat e range with a 
annually. In contrast with the cost of menta nt r disease, when | 
defect, disturbance, and disease, the men a | am glad that psy- 
moneys devoted to research in it are inex trist ! least exceptional people. 
cusably few. Such negligence of the need fo: N in our n the pressure toward 
research would be unbelievable were we not ! rmity. t nforming with the av- 
aware that psychiatric disease has not « rage tremendous. Renewed and enlarged 
joyed as many or as effective a series 1 n rep ting, but only tim- 
masterly discoveries as has, for example t cultures, we Amer- 
infectious disease. Furthermore, much is ex ns eized u the metaphor of the 
plained by the fact that mental disease su ng pot to de the policy of obliging 
fers from the fear, aversion, isolation, an new ari t And public 
consequent ignorance of the public. educatio1 ipers, public libra- 
cost of mental defect and disease ti the 1 vertising, and 
civilized state (when it is mentioned at a p transport ‘elerated and 
astonishes and bewilders the average la ex n t st unbelievable 
man, and the incidence of psychiatric defects niformity of inufactured goods, 
and psychiatric casualties in the war t 3, Manne ies, and ways of 
the medical officers by incredible surpris thought. I) imstances he who does 
Well over a third of the rejections of Ame not conform v me exceptional 
ican draftees were for defects, disorders, a1 ibilities to protect from being 
diseases of the nervous system; and over a_ thought queer. Unt ved for a few 
third of the battle casualties were neur ps years out e America not know this 
chiatric. The principal preparation for su ibout the uniformity the United States. 
events was incredulity, remarkable in bot And perhaps most { et most telling of 
quantity and quality. we are far more concert th morality 

The layman should realize that so great in wit rtuc nt is the at- 
has been merely the routine load of psychi- _ tent we e to virtue that it is taken to be 
atric cases that psychiatrists have not p1 nymous witl y, or the difference 
ited as much as they otherwise might hay gnored altogether rtue requires that 
gained from the rigorous scientific training nduct nsistent th conviction and 
that has characterized psychology during t us virtue is an affait making one’s be- 
past three decades. Furthermore, one can sa I eptable t t-imposed standards: 
that there has been no conspicuously lars rality on the other hand is an affair of 
number of research careers in psychiatry uj nd behavit manner acceptable 
till now. to standards set the: Chose who are 

No realist could doubt that one of t erned | ! re qu to call the non- 
practical limitations of psychiatry is the at rmist queer. 1 esn't prove him 
titude of so many laymen that is exemplific er but grea the assurance of 
in the remark, “But psychiatrists are suc rit that they, thank God, can feel 
queer people!” Now let me make a few themselves re l. So those who 
remarks not as a psychiatrist though I kn re go\ l by 1 rality are slow 
a good many of them, nor as a layma en 1 what virtu ind actually 
though I am steadily exposed to the lay point a to witnessit ! uct that may 
of view. Perhaps, therefore, I am above th: e virt but not ral. Virtue is too 
suspicion of being naturally prejudiced nel r them, t tent, and painfully 

In the first place when I think of the i: re tud the experience of 
sensitivity and the lack of imagination of th 1 competent ps trist inescapably create 
ordinary tough-minded, so-called “normal n him convictions that call for conduct that 
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is at variance, if he be virtuous, to the mores 
of most so-called normal people. He would 
be the first and they the last to apologize for 
our anxious, frustrated, and sterile urban 
society. I should therefore fully expect that 
the conforming members of a neurotic so- 
ciety would call a thoughtful psychiatrist 
queer. It reminds me of the strange irony, 
the charge of being sober in an America that 
spent in 1946 eight thousand seven hundred 
million dollars on beer, wine, and whiskey, 
while “One World” hungered for grain. 

But there is a further question. Let me 
ask whether you think Edward Trudeau or 
Herman Biggs owed much of their compe- 
tence as leaders in the field of tuberculosis to 
their having suffered and survived tubercu- 
losis? Is a doctor or nurse the better in point 
of sympathy and understanding for never 
having known a sick day nor the anxiety and 
humiliation of illness? Are you going to 
complain of an orthopedist who is lame or 
a speech correctionist who has experienced 
and mastered her own defect of speech? 
And if the millions of insane and neurotic 
patients in the world attract the intelligence 
and compassion of psychiatrists who are not 
as you are, but without whose services you 
would be powerless and their patients with- 
out hope, what entitles your cultural snob- 
bery and picayune petulance to choose the 
most damning word in your clannish vocab- 
ulary to call them queer? 

The real question is far graver: does the 
practice of psychiatry with its imputation of 
wisdom and power exert a pathological at- 
traction for personalities so ill-adjusted or so 
profoundly sick that in no well-recruited 
field could they survive a deserved challenge 
to their abnormal passion for omnipotence? 
In company with every honorable psychia- 
trist we should insist upon the danger of 
such sick psychiatrists, and the increase of 
risk when they practice alone and without 
the observant if unspoken control to be 
found in working contacts with professional 
colleagues. For this reason the professional 
association of psychiatrists with each other, 

| of psychiatrists with psychologists and 
psychiatric social workers, presents an op- 
portunity of the greatest moment in reducing 
one of the grave limitations of psychiatry. 

In addition to the inadequate understand- 


ing of psychiatry on the part of the general 
public the inadequate facilities for recruiting 
and training psychiatrists have placed until 
recently a grave limitation on psychiatry. 
Only recently have medical schools in this 
or any other country even begun to accord 
to psychiatry the time it deserves among the 
subjects of the medical curriculum. And if 
one inquires what fraction of the schools’ 
own funds are devoted to psychiatry the 
answers are even more revealing. Teaching 
personnel are inadequate in number and often 
in quality. Funds for investigation until this 
past decade were either entirely absent or 
small and uncertain. There is in the United 
States not one well-supported and well- 
staffed independent research institute of psy- 
chiatry with its own clinical facilities exist- 
ing exclusively for the purpose of research ; 
nowhere in this country nor in the world. 
The numerous state mental hospitals are so 
overburdened with patients and in most 
instances so isolated from medical centers of 
stimulus and learning that they cannot at- 
tract nor hold a group of first-rate inves- 
tigators or teachers. This state of affairs has 
dissuaded many a young medical student 
from going into psychiatry. Why enter a 
field whose scope and character have been 
badly presented, whose work has been lonely 
and ill paid, whose internships in state hos- 
pitals are not comparable with other intern- 
ships? The depressing picture I draw has 
begun to improve, but only begun. Any 
psychiatrist over fifty years of age may 
rightly be regarded as the survivor of a sys- 
tem no less depressing than the hospitals it 
operated. And even now the number of 
available well-trained psychiatrists of great 
natural ability is the despair of medical 
schools, the Veterans Administration, state 
and private mental hospitals and group prac- 
tice units. The great danger now is that, 
with far more positions than well-trained 
candidates, half-trained psychiatrists will be 
seduced by flattering offers. They will 
shorten their training and thus amputate 
their careers under the influence of what 
William James called “that bitch goddess— 
Success.” 

In still another aspect of training psychi- 
atry suffers, as I think, from a limitation that 
is as serious as it is subtle. The absence of 
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simple, direct unambiguous denotative 
guage both reflects and favors vague a1 
inconclusive thinking, and thus cuts the ps) 
chiatrist off from effective interchange wit 
medical science. Valuable as the taxonom 
services of Kraepelin may have been in 
day, there have been few formulations 
psychiatrists since then, except Freud 
his pupils, of important hypotheses susce] 
tible of clinical vertification or experiment 
proof. In this point psychology may com« 
the aid of psychiatry since its field is b 
havior and its methodology more often rig 
ously scientific than that of the clin 
psychiatrist. Certainly help can come 

a closer association of clinical medicine 


physiology with psychiatry, to the advantag 


of both. Until, however, the languag 
thought of psychiatrists acquires a 
measure of accepted, unequivocal, 
clearly defined basic concepts psychiatry wil 
have a conspicuous limitation. Its « 
growth will be postponed and its cont 
tion to other fields of medicine curtailed 
We have discussed what is errone 
expected of psychiatry and its more imp 
tant inherent limitations. We have up to t! 


point been in the position of the surveyor 


who says, “Your land does not go as fat 

you or some of your friends think it does 
We may well turn now to another aspect 

the task. To use again the surveyor’s | 

guage let us now say, “But in another diré 
tion your land goes a good deal further tl 

you thought.” 

In its present accomplishments psychi 
ranges from preventing or correcting 
psychopathology of everyday life of those w 
are to all intents and purposes normal p¢ 
ple, to the care, and more often than e\ 
before, the cure of the unquestionably 
sane. Were this an exclusively lay audien 
I would dwell at some length upon the ext 
ordinary gains that psychiatry has made 


this country. To children it has brought 


such insight both in prevention and cut 
that pediatricians can no longer afford 1 
neglect what the psychiatrist offers in 

management of feeding problems, of the ps 
chological accompaniment of many diseas¢ 
of toilet training, sibling rivalries, overp1 
tection, rejection, exploitation, hospit 


ismus, fixations on either parents, phobias, 
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psychiatry, and the third the genetic or hered- 
itary aspects of personality and mental disease. 
Kach of these areas has this in common, 
that psychiatry must reach beyond its tradi- 
tional limits and exceed itself to find itself. 
ach demands collaboration by psychiatrists 
with investigators having a different training 
and a new approach. If Claude Bernard’s 
phrase, ‘le milieu interne’ offered a conve- 
nient concept, may we not take further profit 
from it by thinking of the individual as pos- 
sessing not one but three kinds of environ- 
ment, interior, exterior, and anterior, repre- 
sented in turn by somatic, social, and 
hereditary factors? But to desist from the 
seductive business of inventing new words 
or worse still, new meanings for old words, 
[ shall try to put the matter simply. The 
case for the importance of psychosomatic 
medicine is, | think, clear. Perhaps the only 
additional comment that needs saying is that 
thus far most psychosomatic problems have 
seemed to rest rather cautiously within the 
purview of internal medicine. There are also 
abundant psychosomatic problems in  sur- 
gery, in dermatology, in orthopedics, in 
opthalmology, in gynecology and obstetrics, 
in oto-rhinolaryngology—and as the old 
phrase runs—“points West,” 1.e. all the rest 
of the medical fields. I should also expect 
our advancing knowledge of nutrition to 
offer advantages to psychiatry. 

The importance of man’s social relation- 
ships to the horizons of psychiatry may seem 
to require no argument. None the less the 
war caught many a psychiatrist unaware of 
the nature and importance of morale and 
even more a stranger to the fact that not 
only must the individual be protected at 
times from the group, but the group must 
be protected sometimes from the individual. 
These considerations are by no means lim- 
ited to military morale. There is a wonderful 
expansion possible for psychiatry in indus- 
trial morale, in morale of the community, 
and in that morale for which we are unpre- 
pared either by experience or tradition, the 
morale of world citizenship. Important 
gains await the student who will record 
psychopathology as it unfolds in the narra- 
tive of the family, that singularly neglected 
fabric of hereditary and cultural factors. For 
no conceivable reason can we ignore the 


timing of events that link children with their 
psychopathic parents, or neurotic children 
with their parents and siblings. Nor are 
events encompassed by the family alone. 
There is the surrounding society and the 
contemporary culture. The more extensive 
and uniform our culture becomes the more 
wise shall we be in watching the range of 
normal variation in the symptoms of emo- 
tional disturbance or mental disease. If psy- 
chiatrists do not give more attention to 
normal variation as a subject of careful at- 
tention we shall see parochial prejudices pa- 
rading in the guise of clinical diagnosis. 
Variation implies variation from the mode, 
the mean, or the average, but these in turn 
vary in different parts of the world and 
even in different parts of the United States. 
How can the psychiatrist interpret the be- 
havior of a patient whose cultural setting he 
knows nothing of? This is indeed a painful 
question if justice is expected via the 
psychiatrist for a member of the underworld. 

Rudyard Kipling, I believe, called atten- 
tion to the ineffable glow of satisfaction that 
creeps over us when we attend benevolently 
to somebody else’s business. Much as psy- 
chiatrists can contribute to social science | 
could hope that it will be via experience and 
participation, and not by irresponsible obiter 
dicta and plausible theoretical formulations. 
To offer the social sciences more dicta and 
formulations would be to paint the lily and 
gild refined gold. 

Because among human beings an observer 
seldom can expect to outlive both the child 
and the child of the child he observes, the 
hereditary factors affecting mental defect, 
disease, or disorder and the components of 
personality, temperament, and patterns of 
behavior have received but little of the at- 
tention they deserve. But a new fact makes 
such studies of the greatest importance. 
Progress in preventive medicine has greatly 
improved the chance that a baby has to sur- 
vive once he is born. In other words a selec- 
tive process which used to eliminate large 
numbers of the stock that is characterized 
by various combinations of poverty, short- 
ened education, and low intelligence levels 
is no longer of great importance in deter- 
mining the composition of the oncoming gen- 
eration. Birth, not death, settles that now. 
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So if there are any traits that depend on 
either hereditary or familial transmission, 
or any human institutions dependent on th 
continuation of those traits in the general 
population, it behooves psychiatrists to learn 
what they can of the heredity of all the 
conditions they deal with. As Paul Bourget 
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warns, “You must live as you think; if 
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THE MYTH OF THE PSYCHOPATHIC PERSONALITY * 


BEN KARPMAN, M.D. 
St. Elizabeths Hospital, Washington, D. C. 


As regularly as clock-work, there appear 
every year from 50 to 75 papers in all lan- 
guages dealing with the problem of psycho- 
pathic personality. Withal, there seems to be 
an extreme paucity of enlightenment that 
these articles bring forth. For the most part, 
one might say almost entirely, the articles 
are nothing more than discursive and hack- 
neyed repetitions of material that has been 
appearing in the press for some years. There 
is precious little in such studies that con- 
tributes to any dynamics. For the most part 
the material is presented on the descriptive 
level. Symptoms are described, but not the 
dynamics back of the symptoms. What is 
dynamics? Dynamics means constant opera- 
tion of forces that make for the actual work- 
ing out of the situation, the uncovering of 
the processes and mechanisms; but none of 
this is found in such works. Many workers 
in the field make general studies of psycho- 
paths based on large case material. In this 
case material, however, there are included all 
sorts of individuals who truly have nothing 
in common beyond the fact that they were 
all in the same prison, and had a record of 
antisocial behavior. It is the same as if, 100 
years ago, somebody would have made me- 
tabolism studies on all cases that were char- 
acterized by depression. Since the diagnostic 
criteria at that time were not yet delimited, 
paresis as of luetic origin was still unknown, 
manic depression was still to be defined, 
hysteria and reactive depression still to be 
formulated, what justification would there 
be for such a study! There is nothing in 
common among these depressions beyond the 
one fact of depression. Would any sensible 
psychiatrist nowadays be willing to accept 
studies of 100 cases of depression regard- 
less of the etiology, the pathology, and the 
characteristics of the depression? I see no 
better reason for the discussion of the study, 
say, of encephalography, in psychopathy, 
» have not yet delimited psychopathic 


*Read at the 103d annual meeting of The 
American Psychiatric Association, New York, 
N. Y., May 19-23, 1947. 


personality itself(1, 2). Even these workers 
in the field, oriented in a psychodynamic 
focus, seem to lose the psychodynamics when 
it comes to the explanation of psychopathic 
personality. Thus, one writer(3), though 
deploring the use of the term psychopathic 
personality as a catchall, nonetheless pro- 
ceeds to add her cases to the group; yet any- 
one looking at her cases can see that these 
patients are neurotics with at best only a 
psychopathic facade and that their so-called 
psychopathic behavior flows actually out of 
neurotic situations. Certainly, true psycho- 
paths do not genuinely attempt suicide, nor 
are they burdened with guilt feelings. The 
worst offense I find is that, in general, writers 
rarely present definitely worked up cases on 
the basis of which a discussion would be 
warranted (4). 

Some advanced workers(5, 6), psychody- 
namically oriented, speak of the following 
characteristics of psychopathy: inability to 
postpone or defer pleasure, short-term values, 
ineffective considerations of consequences, 
insufficient learning from experiences, faulty 
synthesis, disproportionate responsiveness, 
affective dominance over intellect, disvaluat- 
ing of reality and disregard for truth and 
insufficient social valuation. I submit how- 
ever that, regardless of the phraseology used, 
what is given here is merely a descriptive re- 
statement, not dynamics; and further, every 
one of these symptomatic expressions is fre- 
quently found in other cardinal reaction 
types: the psychoses, the neuroses, and the 
mental deficiencies. I see no dynamics here 
at all. 

The most striking aspect of these studies 
is that, even when cases are given, the ma- 
terial lacks data that would help us to under- 
stand the material at least psychogenetically, 
if not psychoanalytically ; that is, elicitation 
of mechanisms and processes(4). Thus, if 
a statement is made that the psychopath 
lacks the ability to postpone or defer plea- 
sure, we should like to know how did he 
come to be that way? Was it born with 
him or was it environmentally conditioned ? 
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This is a crucial question and requires a c1 thic personal and, 


cial answer. For clinical experience tells 
that the psychopath is not the only one v e conclusions [ have 


thus reacts: many neurotics and psychot vi 6, 1 co! 

react similarly. Where then is the different tly Kavl . 

feature? Only psychogenesis can give 

answer. Without statement of the dynan te views(4 ( 
involved in the situation no answer is 

sible; and without such answer it is im] rour Het n ¢ 
sible to know whether we are dealing her: v 


with a neurotic or psychotic that merel 
a psychopathic facade, or with a get 
primary idiopathic 
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the complicated biological formulation, which 
however gives us nothing of psychogenetics. 
But, if we are to get anywhere, and granted 
the biological substratum, the explanation 
offered must be a psychogenic one, or else we 
are just wasting our time. 

Some, like Woolley and others(4, 5, 6), 
are willing to exclude from the group of 
psychopathic personalities individuals of defi- 
nite schizoid or cycloid make-up, which is 
a distinct advance; but they still keep the 
psychopaths and the clear-cut neurotics to- 
gether. It is clear from Woolley’s cases, un- 
fortunately altogether too brief for any 
definitive discussion, that he is dealing with 
cases of neuroses that merely have a psycho- 
pathic facade. 

l_evine(6) is one of the very few men who 
have attempted a genuine dynamic under- 
standing of psychopathy. Regrettably, he 
offers no cases but only a few examples. 
Correctly, he points that there is more to the 
| I “ornery,” irri- 
tating, and anti-social ; and constitutional fea- 
tures alone will not explain the psychopathic 
reaction. The psychopath, he believes, has a 
different set of solutions from the neurotic, 
which is entirely true. I might qualify that 
by saying that the psychopath’s solutions are 
qualitatively different from anyone else’s. 
When, however, Levine states that person- 
ality patterns of the neurotic, commonly 
designated as neurotic character, are the 
same as those of the psychopath (which I 
don’t believe is true), he contradicts his own 
statements. However, he thinks that for this 
reason the term psychopathic personality 
should .be discarded in favor of neurotic 
character. With this I can’t agree. As al- 
ready pointed out, the neurotic and psycho- 
path, in terms of their basic personality or- 
ganizations, are miles apart, though super- 
ficially the behavior of one may resemble the 
behavior of the other. I see no justification 
for his special group of hysterical psycho- 
paths ; they are primarily hysterics and only 
secondarily and superficially psychopathic. 
What he calls criminal psychopaths are, from 
his own description, neurotics whose emo- 
tional drives have led them into antisocial 
behavior. Thus they are basically neurotic 
with only a psychopathic facade. I agree 
with Levine that psychopaths are not psy- 


chotic but, while it is true that the psycho- 
path does not have the psychotic’s distorted 
appreciation of reality, his appreciation of 
reality is entirely pathologic, even though it 
is different from that of the psychotic. There 
is a measure of justification when Cleckley 
speaks of the psychopath as suffering from 
“semantic dementia(23, I quite agree 
with Levine’s statement as to the manner in 
which the normal, the neurotic, and psychotic 
solve such conflicts of exhibitionism and 
antagonism to father. But I do not agree 
with his statement that the psychopath solves 
this problem of exhibitionism by a “showoff”’ 
or defiance. The psychopath is never an ex- 
hibitionist, even if he may show off, and de- 
fiance of authority as a symbol of antagonism 
to father may be entirely neurotic. Both of 
these reactions are, to my mind, equally 
neurotic. The true exhibitionist is a neurotic 
in every sense of the word as I demonstrated 
in another study(11). Perversions such as 
exhibitionism belong to the neuroses not psy- 
chopathies. The psychopath has no conflict. 
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Thus, so far as I can see, the understand- 
ing of the psychopathic personality, in spite 
of the efforts made to elicit it, still escapes 
us for the most part. It is a question whether 
the clinically described psychopathic person- 
ality exists. There is little doubt that many 
people become entangled with law and 
equally as many people, who while not di- 
rectly involved with law, showed marked 
antisocial traits, but I see no justification 
for calling them psychopathic since a closer 
study of these cases would reveal them as 
belonging to other cardinal groups. 

In order to bring some order out of this 
chaos and clear out the Augean stables, | 
have proposed a drastic division of all that is 
grouped under the heading of psychopathic 
personality, into two groups: I speak of one 
as symptomatic or secondary, and the other 
as primary or idiopathic. Having already 
discussed this in detail elsewhere(10, 12), 
I shall only briefly restate it here. In the 
group of symptomatic, I include all those 
cases which beyond the symptoms given 
show on actual study that the psychopathic 
reaction, however severe it may appear on 
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psychopathic behavior appears socially m pathic per- 
prominent than the mental symptoms whi lity 1 of the fact 
however, are psychiatrically more significant they are legitimate roses in every sense 
but somehow lie in the background. I see 1 f the eated as neuroses. 
justification calling these psychopathic pet so-called, is 
sonalities. They belong basically to manic ng an outflow of a remarkably 
depressive, schizophrenic psychoses or othe: mplex I] difficulties ; 
cardinal reaction types. t thinly veils 
Above all, it will be necessary to make he same is 
frontal attack on the current conception « ' 
hysteria and neurosis. We must widen th he group of 
concept of hysteria and neurosis, propor personalities those psychopaths 
tionately, and narrow the concept of psycho e difficulties are traced to definite psy- 
pathy. For some unexplained reasons, many enic | lesignate them 
psychiatrists, in spite of advances otherwis‘ rding to tl osis. If anti- 
made, still think of hysteria and neuroses i1 cial behavior part of a manic- 
a very limited sense with a result that a largé pressive psychosi uld not call it psy- 
number of cases which on closer analysis ar opathic pet id call it 
revealed as hysteria and neuroses are spoket inic-depressive | i intisocial be- 
of as psychopathic for no other reason tha ivior). Lik ecox ; likewise 
the patients in question have become et th the hyst ilias. In some 
tangled in some antisocial behavior. Yet ich n would, by deleting 
studies of such cases reveal unmistakably that these cases f psychopathic 
they are primarily neurotics by any reason- personal ication to its 
able criteria of neuroses and any psych minimum 
dynamic approach, and that furthermors This minimut when all of the 


many antisocial trends found in so-called above cases, 


psychopathic personality legitimately flow tomatic or se 


from neurotic difficulties. There is no reason moved and a 
why neurotics, surely certain types of neu remain a sm 
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nated as primary or idiopathic psychopathy. 
In contrast to the types just spoken of, in 
these cases one fails to find any psychogenesis 
regardless almost of any effort one may 
make. It just isn’t there! It is unfortunate, 
but true, that very few psychiatrists have 
ever cared to work with this type of case, 
because in terms of practical results, it does 
not pay(18-22). After working with a case 
like that for 2 years, having obtained from 
the patient an immense amount of anam- 
nestic material, of free associations, dreams, 
etc., the psychiatrist at the end of 2 years is 
exactly where he started. The patient ap- 
pears to be what he is, by reason seemingly 
of what he always was, and always will he, 
the reaction apparently so deeply ingrained 


+ 


as to lead one to suspect a constitutional 


This small group, too, I would remove 
from the group of psychopathic personality 
and substitute the word anethopathy(12). I 
gard it as a specific disease sui generis, a 
sickness as different as anything could be, 
going beyond the usual conception of psycho- 
pathic personality. With a justification for 
psychopathic personality gone and no place 
within the conventional frame work for the 
remaining disease, psychopathy, what re- 
mains is a myth and is a nonexistent entity. 
It is a figment of the imagination of the 
clinical psychiatrist who has observed a cer- 
tain group of people only superficially but 
has had neither time nor desire, nor for that 
matter the training, to study these in terms 
of psychodynamics. In view of the confused 
terminology, it is best to drop the term alto- 
gether. As indicated before, we can put the 
larger number of cases into the respective 
cardinal reaction type groupings: the rest, 
as a special psychiatric reaction type, aneth- 
opathy. Elsewhere I have outlined the gen- 
eral characteristics of this type and the reader 
is referred to that(12). 


re 


4 


A number of traits are commonly consid- 
ered specific attributes of the psychopath. I 
shall contend here, however, that there is 
nothing specifically psychopathic about these 
reactions ; they are universally found in the 
other cardinal types. 


Lying.—While the psychopath lies glibly 
and smoothly, one might say to a pathological 
degree, he definitely does not belong to the 
group of pathological lying, known as pseu- 
dologia phantastica (Delbriick’s Disease). 
This is a special form of hysterical phantasy 
weaving of which the true psychopath, with 
his mind on the immediate environment and 
almost total lack of true phantasy formation, 
is entirely innocent. The pseudologue, if I 
may use the term, lies for no particular per- 
sonal gain, only in response to inner psychic 
demands, to satisfy a compensatory or some 
other equally pressing need and with no idea 
of any personal gain. The lying of the true 
psychopath is purely defensive ; he is always 
in so much trouble, and not knowing where 
punishment may come from, that to protect 
himself from any adverse or unnatural con- 
sequences, he lies as a matter of course. 
Anyone who has studied Healy’s work will 
have no difficulty convincing himself that 
he is dealing here with hysterics of a certain 
type. Healy does not use the designation 
psychopath. 

Inability to Postpone Pleasure ; Impulsive- 
ness.—Some psychiatrists seem especially 
to emphasize impulsiveness as being par- 
ticularly characteristic of psychopaths. Yet, 
they seem to ignore the established clinical 
fact that neurotics and psychotics are most 
impulsive, that is, hasty in the execution of 
their wishes, which impulsiveness is respon- 
sible for much of their social maladjustment. 
Their impulsiveness signifies that conscience, 
though fully active on other occasions, is 
held, in a particular instance, in abeyance by 
the relentless pressure of a specific instinc- 
tive drive which demands immediate grati- 
fication with frequently resulting guilt feel- 
ings. In the instance of the psychopath, 
however, the reaction, though seemingly the 
same, has quite a different background. In 
fact, and paradoxical as it may seem, the 
true psychopath is in a sense the least impul- 
sive of them all. In the psychopath, no con- 
science factor is interposed between desire 
and realization; for conscience in him is 
minimal or nonexistent. Rather than being 
hasty, the psychopath often coolly and de- 
liberately plans his actions as seen in the 
case of professional criminals; there is no 
hot-headedness here at all of the type we 
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are accustomed to see in neurotics and ps' rmal | hronic antisocial 
chotics. The essential point is that, if jud ties are cha tic of psychopaths. 
by superficial behavior, there is hardly a r entirely tt t a lifelong trend in 
action attributed to the psychopath that : t nduct racteristic of the 
not as frequently found in other cardi be interjected 
reaction types. that lifelot | trends are by 
Inability to Profit by Experience.—1 means ind in the psycho- 
world is full of people who are incapabl ith ; mat eurot psychotics show 
adequately to profit by experience ; hard, bit t Che pi re full of neurotic 
ter, experience notwithstanding, and nothi Is wl t in antisocial be- 
daunted, they often continue repeating m E 4 ! te notwithstanding. 
of their past mistakes. It is particularly t: their criminal 
in a significant way of neurotics and psy ul emotional drives. 
chotics, and their subclinical varieties, at na ol reveals the opera- 
the reason for this lies in the fact that t tor unrequite lischarged hos- 
need for such behavior and experience i ! ged t, motives of inferi- 
derived from the pressure of unconsciou revenge, trustt n, and a host of 
instinctive drives over which they hav ther emot tellations which no one 
no conscious control. And as long as t l mistake for any- 
drives are not resolved and redirected, tl thing else 1 the neurotic struc 
need to repeat such experiences will ever | re. Ih t hardly a piece of 
present and forceful, unpleasant results not | mmonly regard as 
withstanding. A good case in point is | its perfect du- 
alcoholic. Past experience has long « ite in { neuroses, especially 
vinced the intelligent alcoholic that the use of = th tte rentiates these from 
alcohol does not in the least solve tl rnci ehavior is, of 
problem for which he originally took it t moti ! Thus, in any truly 
Yet, all the experiences regardless, he « ul enetic I t is of basic 
tinues the indulgence because, in the long portance not descriptive 
run, alcohol accentuates the original 1 
lems. And as it is true of alcoholics, it is t1 Nv F Psychopathic 
of the behavior of many neurotics and ps} 1 im ent in accord with 
chotics. Granting, therefore, that the 3), Levine(6), 
chopath is unable to profit by experience, v rs, VIe\ f the genesis of 
must include in this reaction the neuroti patl n the ronment, in faulty 
and psychotics as well; by no means d parental attitu trol, resulting in 
the psychopath hold exclusive corner on it lure to « lop 1 ty to restrain 
There is, however, a different reason w! t iture gain. In 
the psychopath vs. the neurotic and psychoti ther words, we at ten dealing here with 
cannot profit by experience ; and it is this | 1 children who were indulged a great 
in his reaching out for particular results, th leal and therefore failed to develop ability 
psychopath is not guided by any positi to control situations; the situations get the 
social considerations nor the need to r t of them. With greater emphasis on the 
solve special conflicts, but only by the pres- environmental genetic approach, I too recog- 
sure of his immediate purely instinctive that there are many people in this world 
needs, whereas the neurotic and psychot re unable t rifice immediate plea- 
may indulge in identical behavior but for e1 re for the sake « larger, more important, 
tirely different reasons, namely unconsciou n to be hieved later. Only I do not 
emotional drives which demand immediat think these people are necessarily or even 
gratification. nly psychopatl \s I see them, they 
Antisocial Behavior—lIt is maintain neurot nd psychoti f all sorts; 
that while an occasional lapse in conduct that i 30 f this particular and 
from accepted social standards may be found her like traits at ncerned, the psycho- 
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path has no corner on it. These neurotics 
and psychotics usually make up for this unde- 
sirable social trait by other socially more ac- 
The true psychopath, how- 
ever, is all antisocial with no redeeming posi- 


ceptable traits. 


tive social traits. The psychopathic child may 
well have been overindulged, as many other 
children are. But, because of his otherwise 
impossible and unbending nature, he often 
so antagonizes his family that in sheer de- 
fense they try to use repressive measure on 
‘ffort is made to culti- 
vate repression in Ros but to no avail! The 
true psychopath lacks completely the basic 
repression and thus grows 
up with a total inability to defer pleasure 
immediate gain; whereas the 
overindulged neurotic may be overimpulsive 


him; every possib le 


capacity to acquire 
and_ sacrifice 


in some instances, but entirely well repressed 
and well controlled in other instances. 
Parental Rejection.—It has been stated 
that, against overprotection and overindul- 
gence, one sometimes finds psychopathic chil- 
lren who have been rejected by their par- 
ents, and this too is given as a_ possible 
genetic-dynamic factor. I have no doubt 
that many rejected children develop, as a 
reaction to such rejection, psychopathic-like 
behavior. But I refuse to accept this as a 
cau Rather 
we are dealing here, for the most part, with 


genetic cause of true psychopathy. 
an sutiondial ‘neurotic reaction entirely the 
result of unfavorable home environment. On 
the other hand, the true psychopath, as a 
hild, often creates so much tension at home 
that eventually the family gives up taking 
care of him as a hopeless proposition and 
ceases to be interested in the child. This is 
not to deny some psychopathic children are 
actually rejected, but such rejection is in 
nowise responsible for their behavior, since 
their psychopathic behavior antedates the 
rejection by a considerable period. 

-When workers(25) 
speak of successful treatment of psychopaths 
and cite cases in support of the thesis, I do 
not doubt or question the results; equally I 
have not the least doubt that what they are 
actually describing is the treatment of certain 
types of neurotics who, by reason of a par- 
ticular development, have failed to socialize 
adequately their behavior, so that much of 
the latter has assumed a psychopathic facade. 
Let us, however, not be beguiled by super- 


Treatment. 


ficial appearances. When a more intimate 
study is made of their lives, relations are 
revealed clearly suggesting the operation of 
unconscious mechanisms ; and as individuals 
of a neurotic and psychotic make-up they can 
be approached psychotherapeutically, as all 
neurotics and psychotics can. Indeed, the 
fact that they are rather easily approached 
by psychotherapy is to me a prima facie evi- 
dence that they are not psychopaths. The 
true psychopath is not reachable or amenable 
to deep psychotherapeutic approach, though, 
if put in a controlled situation, he can be 
handled with greater ease. Conventional 
punishment has no effect on him. 

Narrowing the Concept.—Reference to 
Pritchard’s(26) original discussion will show 
that he included in this group a large number 
of conditions that had nothing in common 
except the heightened affectivity without sig- 
nificant intellectual disturbances. A clin- 
ically oriented perusal of his material will 
reveal that he included in his group manic- 
depressive psychoses, hysterical and obses- 
schizophrenic psychoses 
general paresis (his fourth 
case), presenile psychoses and what we 
know now as psychopathic personality with- 
out psychosis. 

As science moves from the general to the 
specific, 50 years later with the advance of 
more differential psychiatry and nosology, it 
has been possible to separate from his group 
the manic-depressive psychoses, the more 
strictly defined schizophrenias, the clear-cut 
hysterical and obsessional neuroses. What 
was left of the group was designated by Koch 
and accepted by others as psychopathic per- 
sonality. Again, for another 40 years things 
were more or less at a standstill, and the 
concept of psychopathic personality has be- 
come a wastebasket into which were thrown 
indiscriminately all sorts of reaction that 
apparently had little in common beyond the 
presence of antisocial behavior and other so- 
cially undesirable traits. The 
change came about in 1924(27) with the 
publication of a symposium which attempted 
to delimit more strictly the concept of psy- 
chopathic personality. In 1929(28) in an at- 
tempt to further delimit this group, I de- 
scribed a special type of psychopath who 
seemed to me different from others, and this 
conception was more clearly defined in a sub- 
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sequent study dealing with the separation o1 t ition urposeless. Follow- 
psychopathy into two distinct groups; sy1 ne: wae: 
or idiopathic. ' when he could 
em] ther, to whom he lied 
CasE PRESENTATIONS ” 
v » ia 
The cases to be presented are grouj 
under the headings of various cardinal 
action types. res} t. Grotesque sexual 
informed ap- 
scal in 
Group One: NEUROSES 
partial anali- 
CaAsE 1. Statement—The subject, J. B.(20) | ual phantasy 
been involved in a number of daring robberies a: to 1 re normal hetero- 
holdups, for which he was serving several 25-) xual mot ljustable oc- 
sentences. The prison authorities found hi paraphiliac neu- 
unusually difficult person to handle because 
extreme stubbornness, aggressiveness, and def 
Life history shows him to have been in diffi 7 
since earliest childhood. The man has be ani 
amined by a number of psychiatrists wh 
versally diagnosed him as a constitutional psy t is a 24-year-old 
path with particular emphasis on the word ‘ . consistently ques- 
stitutional.” nt from childhood 
Dynamics—An analytic study revealed this to | | s. and who has 
a case of a neurosis in which hostility has far out | activity, Patient 
weighed love because of denial of the latter a1 aid ' vears old and 
maternal rejection. Criminality resulted in | ; rat ' the time of his hospital- 
from hostility for which it served as an outlet, and some masturbation 
partly as an aggressive compensation for ego i hetween 1 I ] activities sud- 
feriority, resulting from maternal rejection. 1H eterosexual experience 
The treatment, by giving him the affectio1 4 ; For the past 6 years 
needed, neutralized the hostility with the result that id absolutely 
on leaving St. Elizabeths and returning to priso1 tie 
he became a model prisoner, and after an addition rf tic ¢ 1 savs that he could 
10-year sentence he was given an absolute dis ly obt ro after he had 
charge. On regaining his freedom, he found hims« spanked len’ ny homosexual 
unable to go back to criminality, because the driy vatepion ieenee hy name ond 
for the same was completely gone, while attempt mpt that 1s never in love, al- 
to return to normal civil life were met with failu ' but his mother 
because of the stigma attached to his past. After: he al , i rl to dances. When 
struggling thus for several years, he finally sound with af 
mitted suicide. ‘ ‘ f mischief, until finally 
The case demonstrates that what appears at t ent nothes broke into a jewelry 
descriptive level as an “undoubted” case of consti he other boy con- 
tutional psychopathy may, on deeper analysis, tut ' 3 
out as an environmentally conditioned hostilit ,’ 1: but ¢ tient was paroled after 
aggression neurosis, and by the same token ame A = tell tile mother had 
ble to psychotherapy. Diagnosis : psychoneurot . , hiatrists, who stated that 
with aggression and hostility. e al he t 4 ntal hospital. After nu- 
hich he was ar- 
Group Two: PARAPHILIAS (PERVERSIONS) rested a number of tin he was finally sent to 
St. Elizabeths Hospital, via the Army, Walter Reed 
CASE 2. Statement.—T. T.(21) is an 18-year General H tal. W ston. D. C. 
boy who was arrested for stabbing a girl in t n Patient 1 spoiled and precocious 
neck in a moving picture theater. The assault was ild. J mother states that he was always in- 
1 to st y hin nd was constantly read- 
2Owing to extreme limitations of time, t 
presentation of the case material is drastically lim Ov to the extr limitations of space, the 
ited to one case for each group. Needless to say, tatements of ca 3 re drastically abbrevi- 
there are many more cases which could be cited i: ated. However, suf t material is given in the 
support of the thesis advanced. discussion to make the cases entirely intelligible. 
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ing and studying. She says that “he believed I was 
jealous of his father’s love for him,” basing this on 
her objections to his father’s giving him so much 
money; but she also states that 3 weeks after his 
father died he “acted as though he didn’t realize 
the situation or didn’t care; yet he has always been 
devoted to his father and I can’t understand this 
reaction.” (Patient was then at Walter Reed Hos- 
pital.) She states that he did not care for sports 
and never played any athletic games, which he said 
bored him. She states further that he seemed to 
attract many friends, although he was sometimes 
even rude to them, in that he would retire physi- 
cally and mentally from their presence and read; 
and she often wondered why they ever bothered 
with him. The medical certificate from Walter Reed 
Hospital states that “from earliest childhood he 
showed pronounced narcissism and exhibitionism ; 
1 nounced jealousy of and antagonism to- 
ward his mother; always asocial, seclusive, solitary, 
self-absorbed, imaginative and affectively cold.” 
Much of the information appearing in the case 
record has been obtained from the patient himself 
and is not subject to verification. We do not know 
whether he did or did not suffer fugues and am- 
attacks after protracted indugence in alco- 
hol. Amnesia is a favorite alibi with a psychopath 
and the one claimed by this patient may have been 
invented to suit his with the alleged 
memory of earlier ones dragged in like Poo-Bah’s 
information 


also a pr¢ 


nesic 


purpose, 

“corroborative detail There is no 
on this subject from anyone else. 

We are in exactly the same position with respect 
All we know is what he told us. His 
statements in this connection, however, are hardly 
such as we would expect from a liar. He claims a 
loss of sex desire and a complete absence of inter- 
course for the past 6 years. This does not sound 
like either the symptom or the statement of a psy- 
chopath but supports a contention that 
he is a victim of a psychosis. We are without any 
concerning his alleged sadistic tendencies. 
His only statement concerning this (and that is not 
a quoted statement) is to the effect that he found 
it necessary to spank a woman before he could ob- 
tain erection and orgasm. The intensity of his 

idistic interest is not revealed, nor do we know 
ng about the psychological attitude that ac- 
companied it. In view of his alleged devotion to 
his father (about which at least there seems to be 
little doubt), it is quite possible that his sadistic 
attitude toward his sexual partners involves them 
in some sort of mother identification. One physician 
referred to him as having “an CEdipus complex in 
something of that sort may enter 
into his paraphiliac activity. The question of a pos- 
sible homosexual angle has not been investigated, 
his denial of homosexual activity being accepted 
at face value; so that how much paraphilia is in- 
volved and what significance it has, we simply do 
not know. 


to his sex life. 


strongly 


Cldalis 


reverse,” and 


there is nothing in the information 
substantiate a diagnosis of manic- 
We have no evidence of 


either overactivity or depression. The diagnostic 


Certainly 
btained to 


OUD 
depressive psychosis. 


finding lies between psychopathy and schizophrenia, 
and the preponderance of the evidence would appear 
to favor the latter. While his selfishness and lack 
of emotion have psychopathic implications, the 
aloofness, his withdrawal from the companionship 
of others, and long hours devoted to reading, the 
fits of abstraction, when he would stare into space, 
and the paranoid ideas about mistreatment at the 
hands of superiors, who failed to recognize his 
unusual merits, etc., are certainly far more in keep- 
ing with a schizophrenic picture. Nor can we put 
down his antisocial behavior in the psychopathic 
column until we know something of its psychic 
accompaniment. The jewelry store theft would 
seem to have been undertaken in something of the 
same spirit as his alcoholic indulgence, to compen- 
sate for some unconscious inferiority feeling and 
to “show the other fellow” that he could go as far if 
not farther. Nor does his self-accusative statement 
about suffering from “diarrhea of the mouth” sound 
like the utterance of a psychopath; nor his state- 
ment that 20 months in jail caused him to have a 
different view of the jewelry store robbery. These 
statements seem rather to indicate the existence 
of a conflict between two different aspects of a 
personality which realizes vaguely its lack of 
integration—such a personality as we find in a 
schizophrenic. 

We do not know the circumstances attending his 
last arrest; whether this resulted solely from the 
suicidal attempt or whether that attempt followed 
some undescribed depredation; but the suicidal at- 
tempt in itself is contrary to the make-up of a psy- 
chopath and more in keeping with that of a schizo- 
phrenic. The later information we have would seem 
to support the prognostication of the psychiatrists 
who first examined him in Baltimore in 1929, and 
who clearly anticipated a subsequent schizophrenic 
attack. Beyond the fact that he was antisocially in- 
volved—and this of course is not limited to the psy- 
chopath—there is very little here upon which to 
base the diagnosis of psychopathy. 


Group Four: MAnic-DEpRESSIVE PsycHosIs 
Case 7. Statement.—The patient, J. F., began to 
show changes around March, 1931, both in social 
and sex life. In October, 1931, he cashed a number 
of worthless checks, registered in a prominent hotel 
where he took an $8.00 room, staged a drunken and 
noisy disturbance, and finally was taken to the Mu- 
nicipal Psychopathic Hospital. When admitted to 
St. Elizabeths, he claimed that he pretended to be 
insane in order to escape the consequences of pass- 
ing bad checks. After a period of residency of a few 
weeks in St. Elizabeths he was discharged as psy- 
chopathic personality without psychosis. 
Dynamics.—The available material is meager. 
There appears to be a definite history of gambling, 
both while patient was attending high school and 
while he was working for his father in the latter’s 
haberdashery shop, and for his uncle in a jew- 
elry store. It is stated that his work as a sales- 
man (oil electric burner) during the past year 
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was really a “blind” for bootlegging. Ther tor in the light of the 
a history of many traffic violations. { ter t turl thereafter. 

It is reported that he “took a fancy for hol No information exist tive to the patient's 
being greatly affected at parting with them.’ ttitude t hi 3 brothers; and 
motor accident on the road to Richmond o« ition be tained relative to his 
while he was riding with 6 hoboes whom |] tient | ted that his excessive al- 
picked up. Leased an office in a downtown bu t October, 1931, re- 
and otherwise behaved in an irrational ma t irl,” but it ap- 
The suggestion of a homosexual conflict is at { DI ittentions paid to 
present in this recital of his attachment to 1 tates that he came 
knights of the road. We do not know what ie rt of wild tale which 
relations with these men actually were, but it t t mad and left.” This 
suspected that they were formed while the | te tl bnormal behavior 
was under the influence of alcohol (we know that t tient ; other than the 
he was drunk when he had the motor accide 
that they were possibly dictated by a homos unsatisfactory, 
urge. The attack on the orderly at Municipal | to p tic or prepsychotic 
chopathic Hospital may or may not have a { xual maladjustment, 
volved an unconscious homosexual factor. tient m t resulting con- 

Patient denies that he ever masturbated, his stat t xr gambling and 
ment in this connection being probably unt H ter attributed 
claims a first heterosexual experience at th t t ild seem to be 
20 with a prostitute, following which, for 1 un unresolved 
he claims to have indulged daily. He denies ‘4 f which cannot 
sexual practices, and his statement to this « t I more detailed in- 
may or may not be true. He is reported by a { activity. 
as having stated that he “felt very much i1 : t t ilsion, the fainting 
to kill him,” and said friend conveys the imp I fit t xiet t the railroad station 
(but does not actually state) that the stat t t 1 purely neurotic 
was made by the patient without appropriat evidence that 
tional reaction. A doctor in the Municipal P f an epileptic 
pathic Hospital said that the patient h ad “end t t f its kind that 
gered the lives of other patients by sec reting inst t t, it is believed, too, 


ments on his person taken from the 


ction, perhaps 
He made several attempts to escape from St 


beths. These details have the cumulative effect ly 2 days after 
suggesting antisocial tendencies, perhaps occa urt and he had 
by the unknown conflict from which the zabeths, he was ar- 
suffered. I n attempt to defraud 
It is stated that at the time of his initial d his person of a 
in March, 1931, “he was forever dreami tated that he in- 
brooding about something which he failed 1 t r, stealing his cab, 
able to describe.” The same informant t from the vicinity. On 
woman with whom the patient had associat tted to. the Municipal 
nearly 4 years, states that his attitude toward P t nd nuary 14 was re- 
changed at about this time; that he be 
any affection or fondness for her; and that o1 to the Municipal Psycho- 
eral occasions he stated that he “had no fe patient v lescribed as being 
his father and mother, and would just a: unreliable, childish, 
them dead in the street as not.” eI 1 sil ss in his general 
There is some indication that the physical 
tion corrected by the tonsillectomy played sor He remained at bet lor over a year 
in the patient’s mental disturbance, for he ay lu vhich 1 ne through a typical 
to become normal for a while following the mat I March, 1933, he was 
tion; but then he relapsed to his former stat I liagnosis of manic- 
pression from which, in August, he veered 1 res ps) ted phase (psychopathic 


other extreme, becoming excessively ent 
optimistic, and overactive. The same 
states that he “picked up three kids and 
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to live over northwest and was going to 1 


men out of them,” which statement further t life history of this 
a possible homosexual element in the patient t white male sentence for theft of 
turbance. A certain toxic element would als ! let tisocial behavior(2). He 
to have been present at the onset of his t: ! tinuou lelinquent, incorrigible, and 


view of his reaction to the tonsillectomy t t irresponsible since early childhood, and he has spent 
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most of his life in reformatories, jails, penitentiaries, 
and psychiatric institutions. Punishment, admoni- 
tions, or tender care have had no influence whatever 
in changing his behavior. 

Dynamics.——An intimate study of his life re- 
vealed a remarkable personality organization differ- 
ing strikingly from the normal, the neurotic, the 
psychotic, or the mental defective. In spite of 
prodigious efforts made, virtually no material was 
obtained that could be interpreted as psychogenic. 
In personality make-up, he can best be characterized 
as a man with an instinctive emotional organization 
of a subhuman animal, living on an almost direct, 
instinctual level and simple emotional plane. Irre- 
sponsibility and parasitism are marked, while posi- 
tive social traits, especially guilt and conscience 
reactions, appear to be virtually absent, as are also 
the unconscious psychic mechanisms (repression, 
compensation, etc.) found in other people. He is in- 
fantilistic rather than repressive and belongs to the 
renuine type of psychopathy, anethopathy (passive 
arasitic variety) and as close to the constitutional 
type as could be found. 


SUMMARY AND CONCLUSIONS 


1. The concept of psychopathic person- 
ality is at present in a transitional state. 
While clinical workers in the field still 
move at the superficial descriptive level, 
some attempt for delimitation is already be- 
ing made, though it is still mainly at the 
descriptive level ; while a few, as yet in great 
minority, are attempting to interpret the re- 
action in terms of underlying dynamics, em- 
phasizing motivation rather than behavior. 

2. One of the greatest difficulties in the 
whole situation is that the majority of 
writers do not offer adequately worked up 
case material, which therefore precludes a 
dynamic formulation. 


most 


> 


3. Some workers appear to get away from 
the previously held concept that the condi- 
tion is hereditary and constitutional. Instead, 
the emphasis on psychogenesis appears to be 
gaining ground. Unfortunately, this remains 
for the most a statement without casuistic 
material to support it. 

4. Equally, the grouping is being more 
and more narrowed, and some workers ex- 
from the consideration of psycho- 
pathy the psychotic reaction types, even if 
and when they have an undoubted antisocial 
and delinquent character. But the great va- 
riety of hysterical and neurotic conditions 
are still grouped with psychopathy, when 
these conditions include some definite anti- 
social and delinquent behavior. 


5. On the basis of carefully studied ma- 
terial and due consideration being given to 
dynamics of the situation, the following re- 
orientation is offered, namely : 

a. That what is commonly diagnosed now 
as psychopathic personality should be divided 
into two main groups: the symptomatic or 
secondary psychopathy, and primary, essen- 
tial, or idiopathic psychopathy. 

b. Under the heading of symptomatic or 
secondary psychopathy are to be included 
those cases of psychoses and neuroses that 
have a strong antisocial or delinquent aspect, 
and the case in question should be put into 
its proper clinical heading (psychosis or 
neurosis as the case may be). Thus a 
case may be diagnosed as manic-depressive 
psychosis, hypomania, antisocial delinquent 
trends. The term psychopathic, therefore, 
may be completely eliminated from this 
group of cases as being only confusing. 

c. The clinical worker who puts emphasis 
on motivation rather than behavior will have 
no difficulty uncovering pointed psycho- 
genesis in all these cases. By the same token 
they are amenable to psychotherapeutic treat- 
ment and therefore offer a far more hopeful 
outlook than is currently given to psycho- 
pathic cases. 

d. In the remaining small group are to be 
put those individuals who do not fit at all 
into any of the cardinal reaction types ; above 
all they seem to lack any psychogenetic as- 
pect even when definite effort has been made 
to elicit the same. They form a disease of 
its own designated as anethopathy, a specific 
mental disease, characterized by a special per- 
sonality organization having in particular a 
virtual absence of any redeeming social reac- 
tion: conscience, guilt, binding and generous 
emotions, etc., while purely egoistic, unin- 
hibited instinctive trends are predominant. 
They are as close to the constitutional as can 
be found. The term psychopathic personality 
may be omitted from these cases too. 

6. With the larger number of psychopathic 
personality cases being properly put under 
the respective headings of the cardinal re- 
action types, and the balance being put in a 
new group designated anethopathy, nothing 
remains of the original concept of psycho- 
pathic personality, for which reason it should 
be completely deleted from _ psychiatric 
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nosology. The term may be left entirely 20. Kar n, Ber tobiography of 

for lay use. l., Jan.-Feb. 
7. A number of cases have been cited 


demonstrating the various types of psycl 


pathic personality with emphasis on the 
namics of the situation. 
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THE NEUROPSYCHIATRIST AND THE CIVIL LAW ’* 
HARRY L. KOZOL, M.D., Boston, Mass. 


“Ambulance chasing” is the prerogative 
of the unscrupulous lawyer, and it should re- 
main so. Unfortunately some physicians give 
the impression of being parties to this pur- 
suit; and such behavior is undoubtedly re- 
sponsible for much of the criticism which 
has been directed toward the participation 
of physicians in legal problems. Neither the 
legal nor medical profession can be fairly 
judged by the misbehavior of a few isolated 
individuals. Both great instrumentalities of 
social welfare have been diligent in pro- 
moting high ethical standards and in cor- 
deviations therefrom. One might 
reasonably expect a maximum of harmonious 
functioning between them. Actually this is 
not always so. One need only listen to 
private conversations of both lawyers and 
doctors to realize how deep their mutual dis- 
content may be—sometimes even their frank 
contempt. 


recting 


The two fields of endeavor come into most 
intimate relationship on these occasions when 
a physician testifies as an expert in a court 
of law. Most medical expert testimony is 
given in courts of civil law as contrasted with 
courts of criminal law. This is not generally 
appreciated as criminal cases usually attract 
publicity because of the crime in question and 
the gravity of possible punishment. The re- 
duction of medical testimony in criminal 
cases has been effected in a variety of ways, 
a discussion of which is not within the scope 
of this paper. Suffice it to say that for every 
criminal case in which a neuropsychiatrist 
testifies there are at least 20 and probably 
100 civil cases in which a medical expert 
testifies. Yet this subject has received rela- 
tively little attention. One of the reasons is 
that the field has been neglected by both 
medical and law schools: both are too en- 
grossed in their own special fields. This 
problem was faced in a somewhat more real- 
istic manner in prewar Europe where medi- 
colegal institutes were established factors. 


1 Read at the 103d annual meeting of The Ameri- 
can Psychiatric Association, New York, N. Y., 
May 19-23, 1947. 


Another reason for the neglect of this field 
has been the holier-than-thou attitude of 
many specialists who feel that it is beneath 
their dignity to participate in legal matters 
and particularly in “accident” cases, thus 
abandoning the field in many instances to the 
lesser qualified members of the profession. 
The behavior of the neuropsychiatrist in 
court is of paramount importance to every 
member of the profession because there are 
few occasions where the behavior of a phy- 
sician is under such close scrutiny. We had 
better be our brothers’ keepers because we 
shall be judged by their behavior. 

If reforms are to come they will probably 
have to be initiated by the medical profession. 
Generally speaking, the lawyers and judges 
are pretty well satisfied with the medicolegal 
status quo except when the conflict between 
experts is so even as to make decision diffi- 
cult or impossible. 

A loose but adequate definition of Anglo- 
Saxon civil law is encompassed by the term 
non-criminal. It includes particularly probate 
matters and torts. The former involve prob- 
lems of testamentary or dispositional capacity 
and most of these cases involve the validity 
of wills. Tort law involves problems where 
it is claimed that personal or property dam- 
age has been caused by the wilfulness or neg- 
ligence of another and for which monetary 
recompense is sought. This latter includes 
particularly the many personal injury cases, 
often referred to as “accident” cases. The 
large number of automobile accidents ac- 
counts for the fact that there are more jury 
trials in this category than in any other. In 
Massachusetts for the court year ending 
June 30, 1946, there was a total of 2,071 tort 
cases tried before juries; of these 1,531 were 
automobile cases(1). In addition, 94 tort 
cases were tried in the same courts without 
juries, by agreement of both parties. Of 
these 94 jury-waived trials 39 were auto- 
mobile cases. It is fair to estimate that over 
90% of this total of 2,165 tort cases included 
claims for personal injury and required the 
participation of physicians as expert medical 
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536 THE NEUROPSYCHIA [ Mar. 
witnesses, and a substantial proportion their positions “ 
volved neuropsychiatric expert testim y are not good a | 
It is my purpose to note a few of the cai us are even oon 
of the difficulties associated with the they have had ‘a 1 
pation of medical experts in court procs re probably : p 
and to make some suggestions for the of eliciting - 
leviation. An exhaustive exploration of 1 of eliciting ee 
subject is obviously not possible wit! and they may this 
compass of this paper. hich is inevi- are 
The principal grievance of the phys nt attorney. ws 
is the experience of being cross-exat reconcile the ere 
This is indeed an uncomfortable experi well versed in Se 
for most witnesses. Many physicians | re in medical er 
found it so disagreeable that they iderations may saul 
never come into court again. of medical ate 
Let us consider this subject of cr 
amination. Such cross-examination is t legal contro pate 
method by which a court tries to est features: the a 
the exact facts in a case and to derive ex] conclusions “~ : 
opinions based on these facts. Physici cts. A fact ae 
the whole do not have their opini rence, or did +] ; 
views questioned in practice and rarely hich is pre- a 
in hospital experience; in general th ibunal con- 7 
tor’s word is accepted. But in court ns are drawn ar 4 
denly finds himself in the position whe ns are made tot 
must account for every word he has utt inal te 
He is “on the spot.” Now, if the pl wly. Origi- . 
has been dishonest or has gone beyond | f neighbors , 
conclusions and deductions, he is entitl ew the facts 
be made uncomfortable and to have well as wit- 
logic shown up. Any doctor who m bed by Holds- 
statement after claiming that he is an ex] rp distinction 
should be willing to explain and su required an 
that statement. 3) to provide - 
Some physicians have objected to the nd and testify - 
sonal insults involved in cross-exami 
This objection is well founded. Ther« English Com- 
reason why any witness should be sub tween fact and A, 
to any personal humiliation, insult, mous case of . 
endoes, or disagreeable insinuations it case pointed . 
fortunately the physician has no way A witness 
fend himself. It is the task of the judg: or seen - 
ting on the case to maintain decorum, senses. But a "a 
taste, and orderly procedure. Mainte: infer and con- 
of dignity in a courtroom should pré uch witnesses ss 
personal matters. Unfortunately many jud rstanding.” ba 
throughout the United States fail complet riginally so. The 
to defend a defenseless witness under c1 upon super- B 
examination. This is a reflection on ine interference. 
judiciary and the complaints of the d equently decided a 
are entirely justified. It is not hard to un rdeal, battle purgation (a system ; 
stand, however, why such a regrettable cor vhereby t lefendant was sup- 
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dividuals who supported the defendant’s oath 
with their personal oaths), and finally, by 
witnesses, wherein an individual produced 
witnesses who simply swore to their belief 
in his story rather than to the actual facts. 
Parallel with the development of legal pro- 
cedure, there was the development of the call- 
ing of expert witnesses. As a matter of fact, 
this goes back even to the fourteenth century 
when, according to Hand(5), there were 
numerous instances where juries summoned 
experts from various trades and crafts to de- 
Origi- 


nally it appears, however, that the courts as 


cide particular technical questions. 


such, which might have included juries, sum- 
moned persons with special competence on 
their own initiative to help the court with 
specialized knowledge. Originally then, the 
expert assisting a court came in the role of 
an impartial adviser. It is probable that the 
expert spoke to the judge who conducted 
the court rather than to the jury and that the 
judge then described matters for the benefit 
of the jury. These men who were called in 
by the court may be looked upon as the pro- 
totypes of the modern expert witness, but in 
fact they were not qualified as experts. 

The actual formal qualification of experts 
as witnesses depended upon the evolution of 
the laws of evidence and the methods by 
which facts were placed before juries. This 
could not, therefore, precede the initiation 
(The Act of 1562-1563) which 


+ 


f witnesses to 


of the law 


provided for the compelling « 


appear. This initiated the proof by witnesses 
in open court and is the beginning of the 
modern method of ascertaining facts. 

The earliest case on record following the 
\ct of 1562, in which a physician was called 
as an expert, came in 1619 when two doctors 
testified concerning an issue of paternity (6). 

In 1665, the distinguished Sir Thomas 
Browne, author of Religio Medici, testified 
in a trial concerning the bewitching of indi- 
viduals and “He was clearly of opinion, that 
the person was a witch(7).” 

The first reported battle of medical experts 
occurred in 1678(8) in a trial for murder. 
Both the prosecution and defense called doc- 
tors to testify on the interpretation of au- 
topsy findings and causes of death. 


Clarification came further in 1782 in a 


case(Q) where it was established that an 
expert could give an opinion. This initiated 
by specific clarification the so-called Opinion 
Rule in Anglo-Saxon Law. As has been 
noted, originally the conclusions of juries 
were rather loose and were really the result 
of popular knowledge and opinion. How- 
ever, at a later date there evolved in the 
courts the strict exclusion of opinions given 
by witnesses. It is not clear whether this 
rule developed merely to limit the facts, to 
avoid extraneous discussion, or was the re- 
flection of a desire to guard the jury’s pre- 
rogative and special position. At any rate, 
the opinion rule today is one of exclusion 
which limits witnesses to statements of rea- 
sonable fact. The one great exception to this 
exclusionary opinion rule applies to expert 
witnesses ; an expert is permitted to give an 
opinion. 

Conflicts between experts relate in most 
cases to their opinions. Such conflicts are 
inevitable, and in some cases desirable. Is 
there any reason why there should be any 
more unanimity in court than there is in a 
medical staff-meeting? Has the last word 
been uttered in all things medical ? 

If doctors knew a little more about the 
development of Anglo-Saxon Law and of 
the reasons why the court procedure is as it 
is, they would find themselves more comfor- 
table in court and also be more valuable in 
helping justice. The Anglo-Saxon method 
of law is an adversary method. It is a con- 
tentious method, a battle in theory and fact. 
Each side presents its facts, or what it claims 
to be facts. This is known as the introduction 
of evidence. One side presents its facts in 
direct examination. Then the opposite side 
has an opportunity to shake these facts by 
cross-examination. This is a lengthy method 
and often a very uncomfortable one for the 
witnesses, but there is no doubt whatever 
that no better method has yet been devised 
for determining the truth. Any physician 
who is acquainted with the background of 
Anglo-Saxon legal methods will be somewhat 
humble about trying to reform the system 
by making another law. 

Within the framework of the present sys- 
tem much progress can be made. It should 
begin with the individual physician. He 
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should never try to “win the case” for his 
despite the fact that the legal system forc« 
him into the position of being a witness { 
one side and thus a partisan. He should 
sist the blandishments of the attorney 
implores him to go just a little further i: 
conclusions. He should try to be 
scrupulous, and he should not hesit 
withdraw or modify an opinion in thi 
of newly presented evidence or other 
siderations. He should not try to ensure t 
justice prevail. His idea of justice n 
quite unique, and it is not his function 
way. He may be concerned about the 
of an illness. In law only one straw 
camel’s back, the last one, and wi 
dropped it is completely liable. Such a 
conception may appear absurd and offe1 
to a physician when it is applied as a t 
a case of human illness or injury. But 
logic behind it has evolved through centu 
of social experiment. It tends to discour 
individuals from performing any acts w 
may be last straws, and any act could be 

An important thing for a physic! 
know is that a jury or judge decides 
on probabilities as well as certainties 
never on possibilities. The line between ; 
ability and possibility may be very fine; 5 
is probability, 49% is possibility. Yet 
distinction is of paramount legal signifi 
as any verdict must be based on reas 
probability and can never be based on 
possibility. A physician therefore need 
testify with any greater certainty than 
sure of and his opinion may well be giv 
terms of probability or even degree of } 
bility. The physician who testifies that 
particular case there is but a narrow pt 
bility that a certain event produced 
ticular result is both scrupulous and 
Lawyers do not acquaint their medical 
nesses with considerations such as these 
cause they want their witnesses to test 
with the greatest possible emphasis and | 
tivism. 

Many other remedies have been proj 
Some are commendable; most are nai 

I think that training in the law of evide: 
should be an integral part of qualificat 
for all specialties. As there are few cent 
for formal medicolegal training in this c 
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termined by competent medical groups such 
as state medical societies. Otherwise in- 
stances might arise where certain judges or 
other appointive powers might call medical 
friends and relatives of inadequate or un- 
certain qualifications. Scrambling for plums 
is not restricted to politicians. 

I have said nothing of expert medical testi- 
mony in probate matters such as wills, annul- 
ments, etc. They are important and should be 
treated. The same rules of evidence apply. 
However, I wished to stress the problem of 
expert testimony in tort matters because 
the preponderance of medicolegal problems 


arises in that field. 


HARRY L. KOZOL 
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NEW FACTS ON PROGNOSIS IN MENTAL DISEASI 
ROBERT H. ISRAEL, M.D., ann NELSON A. JOHNSON, B.A... Warren, Pa. 


hes 


Few, perhaps no other, medical specialti lar 1 t t public mental 
have compiled such vast stores of statistics 
psychiatry. Yet there is probably no 

body of statistics in which so strange an er! 


proportion 

to the com- 
ulation of sev- 
of omission has occurred. patients dis- 

Statistics in mental disease may be sa tinctly different f: the other thousands 
to have 3 major functions: igh the hospi- 

1. To supply data for administratiz 
in determining the number and chai 
istics of patients to be cared for 
funds and personnel necessary fot tat tudy of men- 
care. | 

2. To delineate the prognosis in th 
ous types of mental disease with such s 
ness that the physician, the family 
general public may have an accurate 
on which to develop attitudes toward 
mental diseases. 

3. To measure progress in treatm 


as rept 
history of 


been made 
from mental 
issions and 


cnow, these 


n adopted, 
two state 
read scale than 
individual 


sulting from the application of new statistics is 
niques and methods. ed to be 

Statistics, as shown in the annual repot | t ber of discharges 
by the U. S. Bureau of the Census and in t related to the 
voluminous summaries prepared by st ie hospi- 
partments of mental health, are based on | of one state 
tire hospital populations. As such, the M tt total discharge rate 


an invaluable use for certain administ 
functions and plans. But, so far as the 
ond and third major functions referré 
above are concerned, present statistics 
a highly distorted picture of the pr 
of new psychiatric cases and of the | 
made in psychiatric therapy. 

The overwhelming majority of the poy 
tion of a mental hospital consists of 
cumulation of chronic patients. The dis 
aging figures on the eventual outco1 
that total group of cases are not only v 
less for the medical functions of prog: pa the number 
and measuring therapeutic progress, but 1 vith the number of admissions 
are also extremely harmful, because t 
convey to the patient, to the family, to tl 
physician, and to the general public the { 
belief that all mental illness carries a hopel 
prognosis. 

It is quite true that, of the several th 


= ients residing at any p 1. yer 
sands of patients residing at any ners tirely different group 


admissions 


was SS per 


r readmissions 46 


demonstrates 

rges into first 
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basing dis- 
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1 From the Warren State Hospital, Robert H tients than 1 reported as admissions. 
Israel, M. D., Superintendent, Warren, Pa. is report the average 
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duration of hospital residence for patients 
In a measure, this 
may be interpreted to reveal the prognosis in 
each category, but only for that fortunate 
portion of each category which was able to 
It is an unfinished report because it 
does not indicate what has happened to all 
the admissions in a given period of time. 


who were discharged. 


eave. 


In other words, present statistical reports 
on mental disease serve useful administrative 
functions, but they give no accurate informa- 
tion 
concerning the progress in treatment from 


1 


regarding the prognosis in new Cases or 


year to year. There is now no source of 
nformation on a state-wide or nation-wide 
scale which tells us how many of the patients 
currently being admitted to mental hospitals 
will be able to leave those hospitals within 
the next 6 months or the next year. In gen- 
eral, the nearest approach to an answer 
that in the course of a 
year about 15 out of every 100 patients 
ith will be discharged. We submit 
would convince any 
outlook for mental disease 
The statement itself is flaw- 


would have to be 
dealt with 
that such an answer 
listener that the 

is bleak indeed. 
lessly correct and we readily agree that any 
persistent student would sooner or later de- 
that the phrase “patients dealt with” 


] 


referred to long-time hospital residents as 
well as to new patients. But even to the per- 
sistent student and the careful analyst the 
implication of the original statement per- 
sists—that the outlook in mental disease is 
veritably hopeless. The greatest amount of 
studied effort could hardly design a surer way 
of guaranteeing pessimism about the chances 
for improvement or recovery in any case of 
mental disease. 

If the facts on prognosis in mental disease 
were really as discouraging as present sta- 
tistics suggest, we should not be laboring this 
point so bitterly. The repetition of our criti- 
cism is prompted by our conviction that 
actually the prognosis in mental disease as a 
whole is not only extremely favorable but 
that it has steadily improved as evidence of 
the growing successes of therapeutic methods 
in psychiatry. 

We believe it 
method of 


discharge of 


is time that the present 
reporting statistics about the 

mental hospital patients be 
recognized not only as incomplete but as dan- 


ISRAEL AND N. A. JOHNSON 


gerous. The time has come for the standard- 
ization of a new type of statistical analysis 
which will portray accurately both to the 
medical profession and to the public the 
true facts of the prognosis in mental disease 
and the progress which has been made in 
therapy. It is proposed that the new statis- 
tics should be based on the outcome of new 
cases of mental disease, as separate and dis- 
tinct from the figures for the accumulated 
chronic cases, so that at any given point one 
may determine the result in a consecutive 
group of admissions. 

To ascertain whether this information 
would be difficult to secure and whether or 
not the data compiled would serve the two 
functions of indicating prognosis and meas- 
uring therapeutic progress, such a statistical 
method was placed in effect at the Warren 
State Hospital. We assume that other indi- 
vidual hospitals have made identical or at 
least similar studies ; if they have, these were 
not widely publicized and were not available 
for comparison with our figures. Neverthe- 
less, we feel that this large state mental hospi- 
tal is fairly typical. We believe that such 
studies would be similarly practicable else- 
where and that the findings would correspond 
closely to those discussed below. 

The true figures about discharge rates for 
current new admissions emerge from this 
type of study as a very favorable picture 
of the progress in this field of medicine. 
Indeed, the picture is so encouraging that 
necessarily the conclusion must follow that 
psychiatry, as a whole, is to be condemned 
for concealing in its present statistical ver- 
biage success and progress which should 
have been made widely known. 

While a detailed discussion of the current 
discharge * rate for first admissions of men- 
tal illness is found below, let it suffice that 
58 out of every 100 first admissions to this 
hospital (excluding voluntary admissions) 
will improve enough to be discharged; and 
that if the old age psychoses are eliminated 
from consideration, then 7 out of every 10 
new patients will be discharged. We need 
not point out that this statement is very dif- 


2 “Discharges” in this discussion include all pa- 
tients leaving the hospital to return home, whether 
discharged outright or maintained on hospital rec- 
ords as “on parole.” 
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ferent from the report that 15 out of eve t than the 1 ; would give for this 
100 patients “dealt with” are discharg: mp1 nt t f new admissions, 

Moreover, this type of report about « nclusion e basis of the total 
secutive new admissions rather than total { I ul ndably be that im- 
hospital population permits a sound cor m ns in the country 
parisom with the prognosis which existed much t \ the higher discharge 
earlier years. Such a comparison in tur ite during the °4 t might be supposed 
permits an evaluation of the progress or la empl meant a greater 
of progress in improving discharge rates wit lemand from et s; for the discharge of 
the passage of time. All the first admiss their for ke were hospitalized 
to the Warren State Hospital during 194 nd that, at the sat ! families were so 
’41, and ’42 were compared with the fil ich better off y that they could 


DISCHARGE RATES 


1930-32 First Admissions 


Dementia precox 


Psychosis with mental deficiency......... 34.7 
Alcoholic psychosis ................ 81.5 

Involutional psychosis ..................-. 70.0 
Psychosis with epilepsy............... 8 24.3 41.7 
100.0 
Psychosis due to metabolic disease..... ; 3.4 30.8 


admissions of a decade earlier, 1930, ’31, a1 
’32, to determine whether any change it 
rate of discharge had occurred. In the 
tailed Table 1, the comparative outco! 
each specific disease category is list 

the subsequent discussion, however, we el -» _adms., 
nate the cases of senile psychosis and psy | 7 


rm™ 


chosis with cerebral arteriosclerosis. T! 


5.0 
been done primarily because of the well ; 
known fact that the mushroomlike growtl 
of old age admissions in the past 10 yea , ~ 
distorts any comparison of “total” admis a 
sions now with total admissions in the ] 

Voluntary admissions, the inclusion of wh 

would have made the discharge figures eve port | re would have 

more favorable, have also been excluded bi ring the depres- 

from the figures. \ctual er, the detailed 
The columns in Tables I and 2 can | pert h more correct and 


examined to secure a more logical explana- « raging ¢ r the rise in dis- 
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charge rates. Study of the outcome in each 
disease category shows that there was no 
great change in many groups, but that there 
was a marked change in 4 classifications, 
dementia przcox, CNS syphilis, 
and involutional 
precox, the dis- 
years after 


namely: 


epileptic psychoses, 
dementia 
charge rate during the first 3 
admission rose from 47% to 60%; in CNS 
the discharge rate than 
doubled, jumping from 16% to over 33%; 
the epileptic discharge rate rose from 24% 
to 42% ; and the involutional from 53% to 
“0%. In each of these 4 categories, the 
decade under study had seen the development 
therapeutic methods—malaria fever 
‘apy for neurosyphilis, the various shock 


psychoses. In 


syphilis, more 


LLIC 
1erapies for dementia precox and involu- 
and sodium dilantin for 
the control of epilepsy. The discharge rate 
for manic-depressives at the end of 3 


tional psychoses, 


years 
after admission had not changed much dur- 
is interesting to note 
that a higher proportion of such admissions 
was leaving during the first year than was 
the case, undoubtedly because of 


ing this decade, but it 


the use of electroshock therapy. 


The fact that the significant changes all 
occurred in diseases where new treatment 
had been developed, while other categories 


‘no substantial change, reduces 
kelihood that economic conditions had 
f anything, to do with the situation. 
lis type of statistical follow-up of con- 
em- 
in the study of the rate 
t which patients return for further hospital 
reveal each year 
have had earlier 
f hospital care, but they do not tell 
- ratio of those admissions to the num- 
discharged patients who did not re- 
The statement 
that a hospital has so many readmissions as 


secutive first admissions can also be 


oyed with profit 
statistics 


care. Existing 


how many admissions 


er OT 


quire further hospital care. 


compared with so many first admissions in 
any one year is almost a meaningless one. 
The information that would be actually use- 
ful is that which indicates how many of our 
lischarged patients will come back to our 
spitals and how many will succeed in re- 
ining in the community. 


Che statistical reporting which we advo- 
cate would permit such an analysis and again 
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would indicate changes in prognosis and 
progress in treatment with the passage of 
time. Inasmuch as an average of 15 years 
has elapsed, we think it reasonable to as- 
sume that the return figures compiled now 
represent fairly accurately the final return 
rate for the earlier group of patients. We 
have found that those patients discharged 
out of the 1930-32 group, which has been 
discussed above, had rates of return to the 
hospital in later years as indicated in Table 3. 


TABLE 3 


PERCENTAGE OF DISCHARGED PATIENTS REQUIRING 
RETURN TO HosPITAL (OUT OF 1930-32 


ADMISSIONS ) 
Percent 
Within 1 year after discharge....... 21.0 


Of the patients who returned, almost ex- 
actly half were again discharged from the 
hospital and succeeded in remaining in the 
community. Thus, it may be seen that 6 
out of 10 discharged patients were apparently 
able to adjust well enough to remain in the 
community indefinitely ; 2 out of Io required 
a later return but could again expect dis- 
charge ; and the remaining 2 failed to adjust 
and again required indefinite hospitalization. 

The figures on the rate of return for 
those discharges out of the 1940-42 admis- 
sions are obviously not available since suffi- 
cient time has not yet elapsed to determine 
their eventual outcome. However, it is to 
be noted from the figures in Table 3 that over 
half of all returns take place within the first 
year after discharge. 

On the basis of this experience, it seems 
reasonable to predict something on the re- 
turn rates of the future by evaluating those 
returns out of the 1940-42 discharges which 
took place within the first year after dis- 
charge. We have found that whereas 21% 
of the discharged patients required a return 
within the first year a decade ago, only 11.2% 
out of the 1940-42 discharges came back to 
the hospital during the first year after dis- 
charge (see Table 4). 
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We hesitate to claim that this reduct pat to the public at large. 
by almost half in the rate of return will cor ! ! medicine is it so im- 
tinue for the figures after the first year. It portant for t ! tioner to maintain a 
may be that improved economic condit r perspect to avoid the mistake of 
are in this instance the explanation for t! ! t! patient with the re- 
continued community residence of our recent ble patient sicians, nurses, at- 
discharges. It may also be that the patient t 1 all ployees in a mental 
who have been discharged because of ull listorted atti- 
proved treatment methods were given a 1 nt a whole. The 
stable level of mental health than chara en day after 

DISCHARGE FAILURES: RETURN CHARGE 
N 

Manic-depressive ...............- 82 14 (15%) 
Psychosis with mental deficiency. . ( 0%) 
1 ( 5%) 
Beycnosis 3 ( 6%) 
COMGILION 2 ( 8%) 
Involutional psychosis ............. : 5 (14%) 
Unclassified psychosis .......... .. ( 0%) 
PSYCHOSIS 10% ) 
7 (11%) 

{ I 99 (11.3%) 

Nore.—After the first year for the more of the 
original discharges were returned in 1 to 2 y longer than 5 
years. Thus, in the 15 years that have pass t 1 discharges 


have been returned. About half of those ret 


ized the discharges of a decade ago. Pet vn throughout the 
haps, the particular date of return has simply tal | makes a much 
been postponed for either of these reas mployee than the 
and that the next few years will see thes t n t pital only for 3 
patients coming back at a rate that wil nt thet een again. The 
eventually equal the final figure of 41 \ nt wl hort hospital resi- 
that was found for discharged patients out ! 1 be acutely 
of the 1930-32 group. In other words listurbed t py the observer's 
do not claim that the explanation for t ttent | till not remembered 
change in return rates is to be found in tl I II t hronic patient 
particular presentation. nd ire long continued 

We do repeat, however, that the figur: ttentior ral, then, for the 
return rates, like the figures on disch n o1 pital employee to re- 
rates, should be publicized so that psychiat ember the famili hronic patient and 
may receive recognition for what it h et the tra tient who recovers 
complished and thereby win support for i ! then out of sight (even though, 
future plans. pervert the pl is no longer out of 

The dissemination of this type of inf 
tion regarding mental disease is essential t result this repeated association is 
the psychiatrist and to all employees in met that too many hospital employees develop the 


tal hospitals, perhaps more than to famili impression that the iss of patients they 
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work with are hopeless cases. It is inevitable 
that employees convey this impression to 
their own families and friends, and thereby 
strengthen the already faulty understanding 
of mental disease that exists in the minds of 
In brief, the stimulation 
of morale is more needed among mental 
hospital staffs than among the public at 
We believe that the constant publica- 
tion of the truthful figures about the favor- 
able prognosis in new cases of mental illness 


he general public. 


ust be stressed everywhere throughout the 
nental hospital. 


he installation of the 


statistical method 
that can make this healthy and accurate pic- 
ture of mental disease available is an easy 
task. The system employed by the Warren 
State Hospital consists of a card file which 
records the movement of all first admissions. 


mple card lists the patient’s case num- 


ber, diagnosis and name. Two lines are used 
departures from the 


spital. In this spital of 2,600 resident 


sions, deaths, discharges, and returns is less 
than a dozen. These individual changes can 
be recorded on the cards in ten minutes’ 
time. The file is maintained by case number 
and by year of first admission. The result 
is that at any moment a brief tabulation will 
produce a clear summary of the number of 
first admissions during any given period 
which have resulted in death, discharge, or 
continued hospital residence. The determi- 
nation of these ratios among a consecutive 
group of admissions gives the hospital medi- 
cal staff a much better measuring rod of the 
progress which they have made during a 
year’s time than can possibly be gained by 
referring to absolute numbers of discharges. 

If the large additional financial appropria- 
tions which public mental hospitals need are 
to be secured, psychiatry has no justification 
in continuing to hide the facts of its ad- 
vances. The simple and accurate presenta- 
tion of its accomplishments by some such 
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statistical reporting as this is essential. 
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HANS 
Crow? 


Commissioner of 


This paper represents an attempt 
velop a method by which the hospital r 
of individual first admissions could | 
lowed by means of central office record 
initial objective was to develop 
which would supply information as t 
vidual patients and at the same time 
the existence of trends within one 
or a group of hospitals. 

At the start certain requirements wet 
up: 

1. The method must be simple in orde: 
to place an excessive burden on an 
overworked clerical force. 

2. The material must be factual and 
demonstrated. 

3. The method must be so arranged 
give current information at any chosen 
interval. 

In order to meet these conditions 
decided to assume that at any given 
patient was either “in hospital,’’ ‘‘out 
hospital,” or had already died in the hos} 
If the patient had been discharged duri: 
time period under consideration and ha 
returned to the hospital before the e1 
the period, he was counted as “‘in hospit 
If he was still out of the hospital, h 
counted as “out of the hospital’ regard 
of his condition. 

It is obvious that any method meeting « 
such simple requirements is open to 1 
criticisms. Patients were not classified 
age or sex or type of mental illness. Pat 
were considered to be out of the h 


a met 
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without regard to whether they were wor! 


ing, being cared for at home, or on pat 
Some of these patients might have died 
leaving the hospital and might be list: 
out of the hospital rather than dead. 
Because we were dealing with stat: 


pital patients, because the vast majority we 


permanent residents of the state, and beca 
any readmissions which might have occ 
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| Since the method provides for continuous therapeutic success. It does, however, make 
LS | recording, it can be used to compare one it possible for an adininistrator to predict 
: | year with the next, or one hospital with an- what will happen to an unselected group of 
TABLE I 
Sratus oF First ApMIssions To Four MARYLAND STATE HospiTaLts AS OF TWELVE MONTHS 
AFTER THE MONTH OF First ADMISSION 
Status twelve months after admission 
First admissions Out of hospital Died while under care Still in hospital 
It is un- | Month No. No. % No. % No. % 
assed as a 04 37 39.36 18 19.15 39 41.49 
In any Oct. tee 113 44 38.93 22 19.57 47 41.50 
NOW: Adicccss.. 44 47.31 18 19.36 3I 33-33 
tandard 118 56 47.40 24 20.34 38 2.20 
ers Jan. eee I2 4! 33.33 27 21.90 55 44.71 
88 50 56.82 I2 13.64 26 29.54 
ard for 45 12! 70 57.85 22 18.18 29 23.07 
yn cards April 45. sane Al 66 59.46 16 14.41 29 26.13 
nth. May 45.. . Ir 57 51.35 2 20.73 31 27.92 
uplicate 67 50.00 23 17.16 44 32.84 
114 53 46.49 20 17.54 41 35.97 
a pe Aug. 45..... .. 122 67 54.92 3I 25.41 24 19.67 
e serial 109 57 52.30 26 23.85 26 23.85 
ird and | i | eee II5 56 48.70 2 20.87 5 30.43 
the pa- aa ore 116 62 53-45 12 10.35 42 36.20 
DEC; 46 06 56.25 17 17.71 25 26.04 
106 5 55.66 5 14.15 32 30.19 
‘cord of Feb. 46...... . 107 59 55.14 13 12.15 35 32.71 
periods 999 50.18 363 18.23 629 31.59 
charges | 
| | | } 
ause of = | | ) 
st of the | | 
of code | | | | | | | | 
| } 
‘nt had | | 
70 OUT OF THE 
made | | | | | ? HOSPITAL 
10n., \ | 
1 = ] | } | | | 
these QUT \ | | 
e it be- | = \ ba 4) 
e cards 
| 
olive | | | 
30 4 me STILL IN THE 
pection | | ] | HOSPITAL 
| | | } UNDER CARE 
ved file { | | | | 
tT NOV DEC JAN FE MAR APR MAY JULY A cpr : Jane 
_ deter 1944 1945 1946 = 
ect | Fic. 1.—Graph of percentage in Table I. Straight lines fitted to the columns: “Out” and “ Dead. 
er firs 
1e vear For column: “Out,” the 100-line is used as o-line. Note the increase of patients leaving the hospital. 
cards 
‘ission, | other. Since many factors influence the rate first admissions and to estimate future hos- 
ak the of turnover in a hospital or the length of stay pital populations. If continued over sufficient 
groups of any particular patient, it is clear that this time, it will provide evidence as to changing 


method provides only a crude measure of trends in the length of hospital residence. 
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During this study, at the end of « rage of ut | first admissions out 
month, the card for each patient ad: 
for the first time 12 months earlie1 
checked and a notation made as to w 
that particular patient was in hospital 


to di r anv existing trends 


ire presented 


of hospital, or had died. | 

Table I shows the number of first 
sions to 4 hospitals for each month f: 
September 1944 to February 1946 and th 
hospital status of these same patients toward increasi1 of Hirst acmis- 


months after admission. There is a relative 
wide variation from month to month w 
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PSYCHIATRIC TREATMENT OF 


JOSEPH HUGHES, M.D., ann BLAINE E. 


One of the steps taken by the Veterans 
Administration to provide adequate psychi- 
atric treatment for veteran patients has been 
to set up psychiatric outpatient clinics in 
collaboration with the already existing facil- 
ities in the United States. These clinics 
function independently but have their stand- 
ards governed by Veterans Administration 
regulation. 
reviews the function of the 
Veterans Psychiatric Clinic at the Woman’s 
Medical Hospital, Philadelphia, 
Pennsylvania, from the date of its organiza- 
tion, July 15, 1946, to April 1, 1947. In this 
period of time 202 patients have been re- 
ferred to the clinic for treatment by the 
Regional Office of the Veterans Adminis- 
tration in Philadelphia. All these patients 
have been screened by the Regional Office 
to 


ihis paper 


College 


determine their need for psychiatric care. 


Sin + 


ce the only patients excluded were those 
who were actively psychotic, this group may 
be considered to represent a typical cross 
section of the veteran psychiatric outpatient 
oblem. Of these patients 199 were men; 
3 were women. Figure graphically 
resents the diagnostic classification. 


CLINIC ORGANIZATION 


Che clinic staff includes a chief of service, 
one senior psychiatrist, 5 clinical psychia- 
trists, 3 psychiatric fellows (trainees of the 
Veterans Administration psychiatric educa- 
nal program), one psychologist, one social 
rker, and a clinic secretary. The clinic is 
ld on 3 afternoons and 2 evenings, one of 
devoted to 
The clinic organization is 
atient centered and doctor- 


the afternoon sessions being 
group therapy. 
pa stresses the 
patient relationship. 

\ll patients are received by appointment. 
Forty-five minutes to one hour is allotted for 
each psychiatric interview. Usually at the 
Read at the 103d annual meeting of the Ameri- 
Psychiatric Association, New York, N. Y., 

-23, 1947. 

m the Woman's Medical College Hospital, 


I ladelphia. 
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time of the third or fourth interview a phys- 
ical and neurological examination is made. 
Psychological examinations are given to 
patients as clinically indicated. A_ social 
history is obtained from the wife and/or 
family of each patient. The social worker 
is introduced into the clinical picture after 
the patient’s fourth or fifth clinical visit. 
After the patient has been in clinic atten- 
dance for 2 months there is a review of his 


DIAGNOSTIC CLASSIFICATION 


OF PATIENTS 


ACUTE EMOTIONAL EPISODE 70 ovses 


MISCELLANEOUS | NGOS 


0 0 20 40 60 80 9 100 110 120 


NUMBER OF PATIENTS 


Fic. 1. 


problem, his needs, and response to therapy 
at a clinical staff conference, at which time 
a diagnosis is made, the dynamic factors 
outlined, and the subsequent plan of treat- 
ment laid down. At subsequent staff con- 
ference the patient’s progress is re-evaluated. 
The patients requiring hospitalization are 
cared for through the Philadelphia Regional 
Office of the Veterans Administration. 

Due to the fact that most of our patients 
work, the evening clinics are the most pop- 
ular and have three times the patient atten- 
dance. Patients usually have required 10 or 
12 psychotherapeutic sessions at weekly 
intervals before the point has been reached 
when appointments could be scheduled at 
longer intervals. Group therapy has been 
a corollary technique. Patients 
have not been admitted to group therapy 
until they have gained at least partial insight 
into the conflictual drives underlying their 
symptoms. After a patient has recovered 
and is symptom free, follow-up interviews 


used as 
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are arranged at intervals 
months. Each patient ut 
may call the clinic at any t 


of (1) to z 
iderstands tl 
ime the need 


arise for an earlier appointment. 


TREATMENT 


Treatment procedures 


[ETHODS 


at the clini 


revolved around psychotherapy. Special 


covering techniques such 


and hypnosis have had only a limited usefu 


ness. Electroshock has n 
Success in therapy has 


the ability of the patient to make a success 


work adjustment and t 


family and social relationships. 


as narcosynt 


ot been empl 
been measure 


impr 


To 


Oo gain 


these goals the problems of therapy 


been viewed realistically 


There have been no set rules or procedurt 


of treatment; flexibility 


and dynam 


of technique 


been emphasized so as to use the vat 


skills of the individual p 


sychiatrists 


utmost, and to fit them to the patient 


most successfully. 


It has been the experience of the 


that 
themselves 


positive directional 
effectively 


for 


techniques 
treatment 


the veteran patient, and there has beet 


hesitation on the part of the clinic’s psyc 
trists to participate in the patient’s probl 
and to lend active aid in resolving conflic 


drives. It has been the 


clinic’s experiet 


that this type of active help has succeeds 


shortening the patient’s il 


Iness. It is re 


nized that, to use such directional techn: 
psychiatric skill and judgment are re« 
in dealing with transference relation 
to avoid, on the one hand, the develop: 
of antagonisms and hostilities and, on 


other hand, to prevent the development 
dependent attitudes. In this regard it can 
said that from the onset of treatment, des} purp 


whatever active participation the psy¢ 
trist may have taken, the veteran has aly 
been encouraged to understand his nee 


participate in adult give-and-take relati 


ships of life. 

Ventilation, direction, 
abreaction are utilized at 
Interpretation is used as 


to help the patient gain insight. 


explanation, 


every opportuni 


indicated clin 
Em] 


is placed on emotional re-education s 
mature and stable reaction patterns ma 
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been to help visualize the psychological 
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More recently the families of patients are 
being invited to group sessions at which 
time patient needs are discussed. 


Acute EMOTIONAL DISTURBANCES 


Seven patients were treated because of 
symptoms growing out of conflict based on 
acute emotional episodes. All these patients 
had a complete relief of their anxiety symp- 
toms with the successful resolution of their 
respective conflicts. In this group treatment 
did not exceed 4 interviews. In each in- 
stance, time was allowed for thorough ven- 
tilation of all factors entering into the 
patient’s problem; the social worker played 
a most effective role in evaluating the con- 
flictual forces at work. 


PSYCHONEUROTIC REACTIONS 


Of the 64 patients suffering from acute 
anxiety reactions at the onset of treatment, 
24 were working and 4 were participating in 
vocational or educational training. After 
12 weeks of treatment (12 interviews) there 
was marked improvement in 48 of these 
patients ; 38 were able to work full time and 
10 were able to participate in vocational or 
educational training. In addition, all these 
48 patients reported that there had been 
great improvement in their family and social 
relationships. Of the 28 patients suffering 
conversion reactions, while there was no 
noteworthy change in the number of those 
working or receiving on-the-job-training, 
there was marked improvement symptom- 
atically and in family relationships in 17 
cases ; 6 were working; 3 were participating 
in job training or educational activities. Of 
the 13 patients with somatization reactions, 
treatment brought about a relief but not 
freedom of symptoms. There was no in- 
crease in the number working or in those 
availing themselves of vocational or educa- 
tional training. There was no relief of symp- 
toms in the 3 patients with phobic reactions ; 
2 obtained work, 1 entered the job training 
program. Of the 2 patients in the neurotic 
depressive group, there was a slight symp- 
tomatic improvement under psychotherapy. 
These results are illustrated in Fig. 2. 

Follow-up studies on the 16 psychoneurotic 
patients who withdrew from treatment re- 


vealed 6 greatly improved; 7 showed only 
slight improvement; 3 were unimproved. 


PSYCHONEUROTIC DISORDERS 
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CHARACTER DISORDERS 
Of the 36 patients suffering from emo- 


tional instability the number working in- 


CHARACTER DISORDERS 


NUMBER OF PATIENTS WORKING 
BEFORE AND AFTER TREATMENT 


WORKING 
2B ON THE JOB TRAINING 


& 
21 
EMOTIONAL ANTI-SOCIAL SCHIZOID PASSIVE 
PERSONAL/TY PERSONALITY DEPENDENT 
Fic. 3. 


creased from 15 to 19 and those on job 
training increased from 4 to 7 as a result 
of therapy. There was no change either in 
attitude, motivation, or work relationships 
in the 6 patients who were diagnosed as hav- 
ing antisocial personalities. The 3 patients 
diagnosed as suffering from schizoid person- 
ality showed some improvement in their 
personal relationships while under treat- 
ment; I was returned to work, 2 continued 
on the job training. One of the 2 patients 
with passive dependency reactions returned 
to work while under treatment. These re- 
sults are illustrated in Fig. 3. Follow-up 
studies on the 6 patients who broke with 
therapy revealed 2 improved, 4 unimproved. 
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their family, social, and work relati: 


In addition to psychotherapy, narco 
and group therapy were employed 
indicated. Only 2 
were diagnosed as paranoid schiz 
had to be hospitalized; 1 after 10 v 
other after 12 visits. 
continuing therapy, the most recent 


patients, both of 


The remaining 


rom illness 
py hope- 
ot inter- 
rted in this 


al ked de pen- 


) or those 
reactions (less 
lex reased 


itients active 
ile undergoing 


om the 
stressed 


very 
the 
e a job as part 
W ork has 
upational ther- 
the 


been 
A butions of 
en not only re- 
phi ( to the patient and to 

tively assist the 


1¢ yb, or to have 
e-job training 


— 

ps 

| | 

| 

ee rans Adminis- 
ird as. their 

peared witl H 

| 


| Mar. 


t for 10 
weekly 
their in- 
time, of 
nent 19 
ial rela- 
cial im- 
yyment ; 
unem- 
ip work 


ing the 
of this 
to con- 
\-the-job 
r is the 
group 
h these 
paranoid 


rt of the 
avorable 
desirous 
he com- 
ntly ex- 
problem 
1 illness 
yy hope- 
of inter- 
d in this 
d depen- 
or those 
ms (less 
sed pen- 
\dminis- 
as. their 
ed with 


its active 
dergoing 
the very 
ssed the 
) as part 
has been 
ynal ther- 
is of the 
only re- 
nt and to 
assist the 
to have 
training 


1948 | J. 


HUGHES AND B. 


E. McLAUGHLIN 553 


program offered 


under the G. I. Bill of 
Rights. Without the opportunities for such 
training offered by the G. I. Bill of Rights or 
by work opportunities in industry it is felt 
that psychotherapy would not have been able 


to reach sO many of our 


patients so 
effectively. 


SUMMARY 


1. With skilled and positively directed 
psychotherapy and a well-integrated clinic 
setup, the veteran patient suffering from ser- 
vice-connected psychoneurotic disorder may 
be expected to be supporting himself and 
working each day after a period of 12 weeks 
of treatment (12 interviews). 

2. The patient whose neurotic symptoms 
are an expression of emotional instability 
based on life-long faulty habit patterns may 
also be expected to respond favorably if 
well motivated. such 
itients in this group are working and have 
rained healthful insight into the emo- 
onal nature of their symptoms through 


Thirty-two of 47 


~ 


sychotherapy. 
3. Schizophrenic patients may be carried 
along on an outpatient basis providing they 
ive partial insight and are not too unpre- 

tably aggressive. 

}. From the standpoint of recovery it can 
said that adequate outpatient care is the 
rst step to be taken in any treatment effort 
rected to veteran patient to 
healthy relationships with his family and 

the community. 


restore the 
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PSYCHIATRY AND SOCIAL WORK IN COOPERATION 


FREDERICK H. ALLEN, M.D., 

In the last few decades significant WV itl ¢ orientation, 
vances have been made in our understandi nctior vas more concerned 
of the human being as he moves toward t vith t nment ljustments than 
achievement of individuality in the s | rticipant in this 
setting, which influences and defines hov 
can be both an individual and a member: can see that early 
a group. This life process, through wl t1 with one large set 
the biological and social forces are brought nfluenci man behavior, while 
into relationship to each other, contains tl it development func- 
real dynamic in psychological growth. ‘1 tior | the other large 
problems emerging out of the conflicts | that create the setting in which 
tween these universal forces which alwa rent took place. There 
operate in relation to each other require 1 was in that lit pportunitv for col- 
professional services provided by psyc Se tion- 
and social work. Both disciplines ar or 


cerned with helping people maintain o1 rou! nterrelation 


gain responsible means of dealing wit! 

own realities, and each has contributed t er 
knowledge about the human being er orofes- 
the helping process. profession de- 


Both professional disciplines have requi1 
the basic psychological knowledge about 


( 1Cal 
which has developed in recent years. : nd 
this knowledge is woven into profess ra 
practices while essential differences in 
work and psychiatry are defined and util , 1 the emergence of mental dis 
both in professional training and in pr evarded as 
is the main topic of this paper, which , rces. and the grow- 
with cooperation between them. factors fe 

Psychiatry and social work have had « ) vidual as a 
different origins and in their earlier devel rt 1 ext Emotional 
ments were quite separate from each oth , thout structural alteration 
Psychiatry with its medical background w lit ni trictly biological 
rooted in a concern for the biological fo 4 ail 
operating in man creating the conditio ; | made psvy- 
cared for in our mental hospitals, and in tl , ; ; nd has brought it 


earlier period the main preoccupations wei 
the hereditary and constitutional factors 
the relation of somatic disturbances t 
etiology of mental aberration. Psych 
grew in the hospital apart from the n 
life of the community and the day-t 
living experiences of people. 

Social work, on the other hand, grew 
of the community and was largely concern 


e with each 


part he could 

nt r veloped its 
the individual 
of help but 


ess designed 
with the social forces which made for diff 

1 Read at the 103d annual meeting of The Amer ol social 
can Psychiatric Association, New York, N. Y., M vith the co! s of living and their 
19-23, 1947. I oved 1 rd a broader inter- 
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est in man as a participant both in the crea- 
tion and the modification of these condi- 
tions—not just a precipitate nor just a victim 
of his living realities. 

In the individual growth picture the bio- 
logical and social forces may be in harmony 
or in great conflict. The same might be said 
of the two disciplines of psychiatry and so- 
cial work, concerned as each of them is with 
these two great forces current in all living. 
The broader base upon which present-day 
psychiatry and social work have built their 


practices provides the only base from which 
cooperation could emerge. But, if psychiatry 
in its broader development seeks to preempt 
for its own sphere of action all influences, 
biological or social, affecting human behavior, 
and if social work in the expanding of its 
field of action goes in that same direction and 
seeks to deal with all the needs of people, 
the opportunity for real differentiation is 
thrust aside through each being caught up 
in their similarities. For example, if the 
psychiatric social worker is regarded as doing 
and being prepared to do about the same 
thing as the psychiatrist, then the important 
differentiating process so essential for pro- 
fessional collaboration would be confused 
and blocked. 

[ emphasize these developmental chapters 
in psychiatry and social work as a preamble 
to the more important discussion of coopera- 
tion which was essential as both disciplines 
included in their practices a concern for man 
as a psychobiological entity. Opportunities 
have opened up for collaboration on quite 

different rooted in functional dif- 
ferentiation of professional responsibility 
rather than on the basis which divided man 
into separate components, biological and 
social, or one that stressed the need of simi- 
practitioners of both 


basis, 


lar skills for the 
disciplines. 

The road toward professional cooperation 
based on a sound functional basis of job dif- 
There 
serious efforts and some 


ference has not been an easy one. 
have been many 
road blocks, and I want to talk about some 
of these as I move toward what seems like 
the essential element in professional collabor- 
ation, which is a concept that goes beyond 
cooperation, a word that connotes only a 


friendly and harmonious working together 


and misses the more important concept of 
functional differentiation. 

Social work both in training and practice 
has had a difficult dilemma to solve. I would 
state the dilemma this way: How can the 
increasing body of knowledge about the emo- 
tional development of man be included in 
the training and practice of the social worker 
in a way that enriches his professional equip- 
ment but allows and requires the student and 
the practitioner to gain a clearer conception 
of the job of the social worker and does not 
require of them or encourage them to be 
substitute psychiatrists functioning in a so- 
cial agency or as individuals in a community ? 
The question that lies behind this trend is 
whether the job of the social workers is to be 
measured in how far they can approximate 
the function of the psychiatrists by adding 
to their skill. Here the emphasis would be 
placed on developing more and different skill 
in the social worker out and beyond profes- 
sional training in order that he can do more 
and more; with this added goal less emphasis 
gets placed on the skill which the unique and 
highly important job of the social agency is 
designed to carry out, which, in the less 
mature stage of social work development, 
was regarded as less glamorous than being a 
therapist. 

Several years ago I conducted a seminar 
for the staff of a child placement agency (in 
another city) on psychotherapy with foster 
children. My purpose then, as it would be 
today, was to share with this group of trained 
professional people my knowledge about this 
field of professional activity. There was no 
intention of stimulating the group to do a 
different job from the one they were trained 
to do and which was required by the agency. 
My purpose was to help them to a broader 
understanding of children in order that they 
could use that knowledge in increasing their 
skill in the important job of child placement. 

But I was troubled to find in that group 
an attitude that regarded the placement func- 
tion as a springboard to move into a thera- 
peutic relation with the children under their 
care. They were searching for skills to do 
a different job rather than skill to do a better 
job in the agency that needed well-trained 
and professionally mature social workers. 

Psychiatry has had an equally hard di- 
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lemma to meet in defining its own | 
sional responsibilities so as to allow an ef! 
tive and valid function for the social work« 
not just as a helper and errand boy a1 
who carries out responsibilities that tl 
chiatrist does not have the time to 

or 


Social W 


there 
than psychiatrists. 


because are more 
While many psychiatrists have en 
this nonfunctional and nonprofessio1 
of development of social practice, 
have become very critical and even 
nistic to social work and have come 
gard it as a competing profession whicl 
to take over their areas of practice. 
Psychiatrists and social workers wh« 
encouraged the wider 
techniques in the social work job mad 
ous and thoughtful effort on how to u 
social worker in the helping process 
of these efforts frequently have beet 
fusing because of this parallel or co1 
conception of the two areas of prof« 
practice. I will take one example. N 
long ago there was a great deal of em] 
on “attitude therapy” as a proper 
limited function for the social worker. 
was an attempt to differentiate social 
and psychiatry in terms of content 
levels. 
Another important effort to relat 
chiatry and social work has been the u 
the psychiatric consultant by a social age! 
This phase of the journey toward coo; 
tion has had as one of its aims to spread t 
use of the social worker and enable hin 
perform, under psychiatric supervisio1 
broader job than would be possible wit! 
regular supervisory services of the 
This practice has been quite useful in ma tial in hel 
instances in bringing psychiatry and 
work into a closer working relation. F: 
quently, however, it was based on the 
sumption that the psychiatrist, becaus¢ 
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supervise the social worker in the case \ ll need 1 will u reat deal of knowl- 
job irrespective of his knowledge of 1 ( ut the emotiot entanglements of 
profession of social work. Too frequent yma ng this knowledge 
the result has been that the psychiatrist in tl rspect well-defined job 
such a role requires the social worker to ive er emerges. The 
as he would do if he were directly respo: ‘e of his job, 
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service, gains its effectiveness and clarity 
through being a part of the service. The 
two professional jobs in a smoothly operat- 
ing child guidance clinic gain their clarity 
together. 

In the achievement of this type of col- 
laboration, the two professions have gone 
beyond cooperation, which becomes an emer- 
gent quality and not the goal of working 
together. Cooperation can be achieved by 
one profession carrying out assigned tasks 

hich may or may not lead to the essential 
goal | tried to This may be 
the type of cooperation that in the end re- 
sults in fuzzy job relations and, while it may 


W 


have define. 


be effective as a working relation between 
certain individuals, little is added to the pro- 


fessional understanding of the essential dif- 


ferences which are inherent in the two 
professions. 

Many social workers have become excel- 
lent therapists in child guidance clinics. But 


there are two important points to keep in 

ind as we consider this; one is that special 
and their 
training is essential, and secondly, when a 


case worker with such training functions in 


1 
+h 


training over above case work 


e therapeutic role, she is not a social case 
Chis training 


but a therapist. is not 


designed to make a better social worker but 


is designed for a special function needed 


i clinic. This in no sense is to be regarded 
addition to the training of 
social workers, even for those who are plan- 
ning to child 
guidance clinic. 

A 


as a necessary 


work as case workers in a 
he job of both psychiatrist and _ social 
worker becomes different as they are defined 
in relation to each other in a service that re- 
For 
would be inconceivable that a social 
worker could be placed in a clinic or a mental 
hospital with the idea of having that job 
defined by itself and its practitioners expect- 
ing to go ahead with their job irrespective 
of what others are there to do. With the 
best of cooperation when psychiatrist and 
social worker go ahead and do their own 
work with little thought of the relation one 
has to the other, the net results would lead 


quires their separate professional skills. 
me it 


in the end to professional isolation and func- 
ial confusion. When psychiatry and so- 
work together assume a joint responsi- 


bility for determining what the patient needs, 
then the definitions of job emerge in relation 
to each other. 

Each must have as an integral part of its 
professional self a belief in and respect for 
and reliance upon the professions that are 
essential for the completion of a service. By 
this I do not mean a respect or lack of it for 
a particular practititioner of the profession. 
It must go beyond that if sound job differen- 
tiation is to emerge, and it means that we 
must think of differentiation of functions 
and of professions and not of the individuals 
who practice it. 

Today two growing vigorous professions 
are concerned with the welfare of man. 
They are closely related through the common 
denominator of psychological understanding 
which provides the foundation of their prac- 
tices. They differ widely in the utilization 
of this common base and in this difference 
lies their real opportunity for collaboration. 
Where these professions work together for 
a common purpose as in a child guidance 
clinic, each yields some of its prerogative to 
others. Each cannot retain the wholeness 
of its professional contribution and con- 
tribute to a service requiring each. Each job 
changes through the relation it has to the 
other. 

This is no matter of technique or follow- 
ing rules. Individuals who bring into reality 
this collaborative process undergo a real pro- 
fessional development in themselves—a re- 
organization of themselves that allows a giv- 
ing up to another in order that effectiveness 
shall mark their own professional per- 
formance. With the achievement of this, two 
professions have moved toward the maturity 
essential for real cooperation. 


Just as nations need to learn that sover- 
eignty is of value only as it is used for the 
broader good of the world, so these impor- 
tant professions must learn the need and 
value of sharing and yielding some of their 
sovereignty as the means of strengthening 
their own professional contribution. Today 
there is no need or place for professional 
isolationism or for professional imitation in 
the fields of endeavor seeking and requiring 
more and more effective channels for inte- 


grated action. 
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TRAINING AND CERTIFICATION FOR THE SPECIALTY OF 
CHILD PSYCHIATRY 


GEORGE E. GARDNER, Px. D., M.D 
Judge Baker Guidance Center, Boston, M 

During the past 25 years in American the 1 ey are at present im- 
medicine there has emerged a new specialty plied by 1 
namely, child psychiatry. At least the pai 1. In the first | it is quite clear to 
ticularizations of function and training all of us. I think. that a specialist in child 
such within this circumscribed field of DS} tt rf trics is concerned 
eral psychiatry that I think we are not in in actual practice with concepts relative to 
error to suggest the actual existence of t Tea treatment that are quite dif- 
new specialty. Because the well-recog1 1 ferent f: those in the general adult field 
and specific needs in training for this s] We are dealing with an organism—the child 
cialty have become more or less nonwritt« nt t t t rapid development 
rules and unexpressed policies, and becaus t e of t infolding of its poten- 
the prerequisites to receive the stamp of aj tialitic srowt e great weight and 
proval of general psychiatry on this nev pl ed upon information regarding 
branch are also as yet only informally 1 dey ment t rious stages and 
pressed, it would seem that the time irate base lines 
come when unwritten rules and individua which or to 
ized consideration of prospective candidat ppost normalities, retarda- 
for practice in this field should be inco: tions elerat elopment must 
rated and established in definitive if, ind: refet t the child psychia- 
tentative form. It is imperative, of cou! trist rking tools an entire 
and perhaps goes without saying that a body of knowledge that is not of primary im- 
clarification and standardization looking t rtance to the ¢ ral psychiatrist. Natu- 
the isolation of a new or emergent professiot ny ] trist nterested in the ge- 
would better have the conjoint study and a ppt t 1 in the longitudinal 
proval of those areas and disciplines that a1 rpre ult deviations ; but a 
at the present time charged with the re physical, intellec- 
sibility of carrying out those functio1 ersonality stages of 
namely, in this instance, The American Ps) evelopment perative to the practitioner 
chiatric Association, the American Ort n the « fi nd particularly so in 
psychiatric Association and, to a lesse: that it nostic truism in our field that 
gree perhaps, the American Acaden the selection of 
Pediatrics. We shall comment on this asp¢ val ment techniques—oi 
of the problem later when dealing to be deter- 
methods of procedure. The first and most mined « y ret e to whether or not it 
important matter to be discussed is the p1 ny fut rowth and development 
lem of differentiation in training for t nfort t. enificance of, these 
particular specialty, and by this we mean 1 evidences of growth 
what additions to or what modifications re ( sized ur present-day one 
training would seem to those of us practici! ' 
in this field to be of greatest importance wledge that in 
worthwhileness for the young man ist be included 
woman who hopes to make this field h ian in the chil- 
work—and these in relation, of cours¢ to family and 

1 Read at the 103d annual meeting present-day and 
American Psychiatric Association, New rrent re primitive past and 
N. Y., May 19-23, 1947. Dril tur Intrafamilial 
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relationships as they are structured by 
modern cultural anthropologists and sociol- 
ogists must be known to him because the ob- 
ject of his therapeutic aims and endeavors— 
the child—forms an indissoluble unit in 
treatment in that it is the relationship be- 
tween child and parent which is most usually 
his concern. Such relationships as primary 
aims in treatment are much less the goal in 
the adult patient, as the latter are to be con- 
sidered in the main as somewhat independent 
of those familial presses and demands that 
are absolute in childhood. 

3. All psychotherapeutic endeavors of the 
child psychiatrist must in some way be re- 
lated to the formalized educative process as 
a whole. Just as was emphasized above in 
considering the need for detailed specific 
information in the area of personality de- 
velopment, so it is equally important that the 
child psychiatrist be expert in the evaluation 
of the child’s intellectual growth and be par- 
ticularly adept at evaluating the educational 
program and also the facilities available to 
carry out that program in the case of the in- 
dividual child under his care. In fact here, 
too, the determination of the need for his 
particular skills is perhaps best made many 
times by a consideration of just this point, 
that is, whether the disability presented by 
the child is or is not interfering with the 
educative process. Hence the child psychia- 
trist must rely very heavily upon that 
present-day body of knowledge which is the 
contribution of the educational psychologists 
and psychometrists. 

However, one would not wish for a mo- 
ment to be guilty of minimizing the neces- 
sity of a strong, sound training with adult 
mental diseases both psychotic and neurotic. 
Nothing can take the place of intensive 
training in psychopathology for the candi- 
date who later enters this children’s specialty. 
For that reason it is necessary to allot a cer- 
tain substantial block of training time to 
work in the mental hospitals. Now inasmuch 
as all training programs have as their ulti- 
mate aim the certification of the individual 
to practice his specialty, it might be well for 
a moment to consider what we would agree 
upon as an ideal training for the candidate 
who, we assume, has completed his rotating 
internship or house-officership in medicine, 


surgery or pediatrics. In all this we must 
keep our eye on the time-clock, the total 
number of years needed before our man 
qualifies and, subsequent to that, the prob- 
able number of years of effective practice 
that these men will be able to return to so- 
ciety in recompense for the long years of 
training that society has given them. Every- 
where—on the academic side from college 
presidents, on the professional side from 
leaders in medicine—there is the present-day 
cry to start our men in training younger and 
to use their training years to such advantage 
that they will be enabled to live a longer 
contributing professional life. From _ the 
single point of view of social interest we just 
can’t go on adding more years to a prospec- 
tive specialist’s training though we may all 
be agreed that newer and more refinements 
are necessary to his eventual work with pa- 
tients. 

To come directly to the point, it is the 
feeling of many of us in the field of child 
psychiatry that a man should have 2 years 
clinical training in a recognized psychiatric 
clinic for children, rather than the one year 
which we now require, and for which the 
candidate can get credit with the American 
Board of Psychiatry and Neurology. How- 
ever, heretofore a candidate might take the 
2-year training that we suggest, but he 
would get no credit for it as training, though 
he might, of course, consider it as a part of 
his prerequisite posttraining practice period 
in fulfillment of the total 5-year demand. If 
we insist (and, frankly, we feel we ought to 
insist upon it) upon this 2-year training 
period in child psychiatry, and there were 
no revision of the present prerequisite 3- 
year training, this would mean that our can- 
didate would need to have at least a 4-year 
training period, that is, 2 years in a mental 
hospital and two years in the child psychia- 
tric clinic. We are stating 4 years here 
rather than 5 because by an unwritten policy 
of the American Boards, but at present im- 
plemented as each individual candidate ap- 
plies for consideration, a man may substitute 
one year’s training in certain child guidance 
clinics as his third year of training. We shall 
comment upon this arrangement later. 

Let us review, then, for a moment what 
we feel could and should be done with this 
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extra year which we hope will be add 
the training period as training (not mere 
as part of the 5-year experience requit 
ment) and, by adding it here, we might 
at the outset we hope that it will be ren 


from the presently adhered to 3-year 
site of mental hospital training work 
case of those trainees 
tention and recorded preference is t 
the child, rather than the adult, fiel 
viously its greatest benefit will accrue 
the candidate will have added to his 
ule the much-needed additional 
actual therapeutic practice in child 


whose eventt 


try under supervision. It would « 
some of the superficiality and even 
the feeling of need for haste 

training supervisor and the candida 
necessarily feel in the extremely s! 
month period—so short that it can 
merely an orientation year in the pi 


pi 
of child psychiatry rather than a pet: 


acquire the specialized treatment tech 


and approaches that are significant at 
ful to our field alone. 


But we could do much more with this 


In keeping with the differences noted 


in the training of the child psychiatrist 


would hope that the candidate in hi 
year of fellowship training would 

ment his beginning in actual clinical w 
the addition of that special knowledg 
no medical curriculum includes, t! 
knowledge from the field of sociol 
thropology, and clinical psychol 
ideal arrangement (which we hops 
lish at the Judge Baker Guidance | 

the near future) is the enrollment 
first year Fellows in child psychiatry 
versity courses at the graduate level 
general introduction to cultural ant! 


in an introductory course in social « 
and in a didactic course in mental 
measures (including projective t 
and their interpretations). 
that the first-year candidate will b 
ing 4 hours a week throughout the a 
year in these adjuvant studies. It 

intention that child psychiatrists bec 
pert in these branches, but rather 
that they should be subjected to ot 
systematized, and historically ori 

entations of these useful bodies « 
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that these additional problems will confront 
us in the near future. 

The second-year training which we visua- 
lize for our candidate could then be almost 
an extension and intensification 
ion of therapeutic skills and, 
le, the beginning of his own psycho- 
You will note that we 
about the acquisition of 
skills relative to inter- 
juvenile court, school rela- 
intraclinic administration, 
policy making and budgeting. Yet the com- 
munity need today as it affects our specialty 


completely 
| his acquisit 
analytic training. 
ave said nothing 
information and 
affairs, 


tionships, or of 


agency 


s the training of men and women to estab- 
lish and direct the much-needed clinics that 
every community of reasonable size hopes 
to establish in the near future. Somewhere 
the training period we try to give our 
a preview of the mental health de- 
expectations of the community, 
1s it relates to the child guidance clinic, but 


at present it is altogether too 


useful 
lifferentiation in (1) academic, (2) adult 
clinical, and (3) child clinical training for 
the practice of child psychiatry have merit, it 
seems to me that the time is at hand to im- 
lement them. We in the children’s field 

already set up and put in operation 
needs but the coop- 


these questions regarding the 


ration and particularly the recognition of 
adult (and, one might say, “parent”’) 
of general psychiatry to effect moderate 
hwhile advances in the 
specialty. 


training 


program ot our 


there has been established 


he American Association of Psychiatric 


nics for Children, representative of— 


in which there is representation of— 
the well-established child guidance clinics 
present 


is performing two important functions: 


his country, 1 at the 
[he accrediting of all clinics that now 

y on—or in the future wish to carry on 
the training of child psychiatrists and, in- 
deed, also the training of men and women 
engaged in the other phases of child guidance 


work, namely, clinical psychology and 


social case work. (2) Secondly, through its 
‘aining committee it has charged itself with 
the responsibility for 


3 


sett ing up minimum 


standards of pre-child-clinical work for all 
candidates for fellowship training in the 
field. All clinic members of the Association 
have in turn, though retaining a certain de- 
gree of autonomy perhaps in the selection of 
their own candidates for training, declared 
and have demonstrated their willingness to 
adhere to these standards in the selection of 
trainees. Thus far we have felt it a duty to 
bind ourselves to the 2-year period of mental 
hospital training required by the American 
Boards of all candidates who wish to pre- 
pare themselves for child psychiatric practice 
by the single year of child guidance training 
commented upon above and which we hold 
almost unanimously to be inadequate. 

In conclusion, then, it is hoped that this 
outline of present-day training needs and the 
survey of the difficulties attendant upon the 
candidates’ fulfillment of them under the 
present program of certification will create 
an interest among the Association members 
to effect workable solutions. Specifically, 
our modest request is that a joint committee 
be established of representatives of The 
American Psychiatric Association and of the 
American Association of Psychiatric Clinics 
for Children to study and recommend practi- 
cal and worthwhile changes along the follow- 
ing lines: 

(1) The recognition of child psychiatry 
as a distinct field of medical specialization. 

The retention of the present-day re- 
Bt sete of a total of 5 years training plus 
experience before certification. 

(3) The acceptance of a one-year train- 
ing period in an accredited mental hospital 
as adequate training in the adult field for 
those vie are preparing themselves for the 
later practice of child psychiatry. 

(4) The establishment of a 2-year train- 
ing period requirement in an accredited 
child psychiatric clinic as a prerequisite to 
admission to examination for Board certifi- 
cation in the field. 

(5) The acceptance of a minimum of one 
year’s training and experience in pediatrics 
as an adequate substitute for not more than 
a single year of experience in the practice of 
child psychiatry. In other words, a candi- 
date for the Board examinations in child 
psychiatry could substitute one year’s ac- 
credited training in pediatrics as a portion 
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of his experience requirement. This pet 


missive procedure would very definitely 


courage young men and women to have th 


preliminary training in pediatrics that shi 


prove valuable in their psychiatric practi 
later—and it would do this without penal: 
ing them by the loss of that year’s work 


their total training period. 
(6) And, finally, it is to be hoped 


such a study committee would give 
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PROBLEMS OF SOCIAL PSYCHIATRY IN PALESTINE’ 
KURT BLUMENTHAL, M.D., Hatea, PALestine 


PART ONE 


No other branch of medicine presents as 
numerous problems as_ psychiatry. 
Southard once said: 
one is psychiatric. 


social 
Out of two social cases 


Intending to deal with social problems of 
psychiatry I have to confine myself at the 
outset to certain parts, as the theme is too 
extensive. Unquestionably the first and cen- 
tral problem of psychiatry is the provision 
of beds both within and outside the special 
institutions. Without relying on the institu- 
tion however, social care in psychiatry re- 
mains at a serious disadvantage. And on the 
other hand, the psychiatrist, whose sight does 
not penetrate through and beyond the walls 
of his institution, remains shut off from such 
vital problems as prevention, after care, dif- 
ficult educational cases, juvenile delinquency, 
and community psychiatry in general. There- 
fore I welcome the foundation of the Societv 
for Mental Hygiene as an establishment that 
will be able, or so I hope, to achieve the co- 
operation, until now completely lacking, be- 
tween psychiatry, social 
pedagogy, etc. The institutional walls have to 
be broken through from within as well as 
from without, in order that both the psy- 
chiatrist and the health-pedagogist may co- 


health-pedagogy, 


operate effectively. 
I must say 
“tabu” 


that in my experience, the 
of the institution is even stronger 
with the physicians and the health pedagogists 
than with the general public. 

Why is the institution not generally con- 
sidered a hospital? Therein lies the primary 
social problem. Every kind of social life re- 
stricts individual liberty, but in the psychi- 
atric institution—in contrast to the hospital 

this amounts to privation of liberty; be- 
cause of a misconception of liberty psychia- 
try has been the object of prejudices that date 
from the middle ages. In contrast to a patient 
with a high temperature who, unable to care 
for himself, obtains immediate hospital as- 
sistance, an acute psychosis case must by no 

1 Read at the meeting of the Jewish Mental 
Health Society, Haifa, Palestine, Nov. 12, 1946. 


means be deprived of his liberty! The ma- 
chinery of bureaucratic measures must be 
set in motion—government physician, two 
medical reports, filling up various forms, in 
short: exposure to publicity. In Germany a 
society established to safeguard the rights of 
mentally inflicted obtained from the govern- 
ment a reform of the legislation for lunatics. 
One sentence in the amended Act read (p. 
23, Reform of Legislation for Lunatics) ; 
“Where the Government endeavoured to get 
rid of unwanted citizens, the psychiatrists 
came to its help like cheap harlots.” In con- 
sequence the institutions were controlled like 
prisons, by nonmedical men only with a view 
of ascertaining whether they contained any 
“unjustly detained” inmates. 

The handicap of psychiatry is that it can 
only fulfill its task by interference with the 
personal rights of the individual. In conse- 
quence, the patient receives the “stigma” of 
certification, and what is worse, the required 
hospital care may be delayed so long that it 
is of little avail and the case ends in chronic 
illness. 

It is interesting to note the attempts in 
various countries to mitigate or eliminate 
injurious legal procedures. In Germany ad- 
mission to the psychiatric clinics of the uni- 
versities was freed from all legal formalities ; 
thus an ideal situation was brought about, 
in which medical treatment was given to psy- 
choses in the same manner as to other dis- 
eases. Most interesting is the legal status 
of the mentally ill in England with its dif- 
ferentiation between certified, voluntary, and 
temporary patients. The annual report for 
the year 1938 states (page 4) that endeavours 
should be made to avoid certification and that 
patients should be persuaded “to seek admis- 
sion on a voluntary basis.” In fact, in Eng- 
land, during the year 1938 45% were regis- 
tered as voluntary ; 1.e., of 31,408 admissions 
only 17,276 were certified. And the annual 
report states that this is still too high a 
number; and that a few hospitals, for in- 
stance Swansea and Cardiff, succeeded in 
raising the number of voluntary admissions 


to above 72%(!). I vainly tried to under- 
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stand all that. There are admittedly 
patients in my hospital who entered \ 
tarily, but their number never reached 
of all admissions. And I must say, tl 
72% “voluntary” entrances, I belli 
“free volition” to be a comedy pert 
for the eyes of the legislator. 
report states elsewhere that 
voluntary basis patients who in fact 
ceased to have volition” must | 
he conclusion can only be that in 
the psychiatrist urges the patient 
And yet the report rightly stresses 
portance for the patient and his 
avoid the mark of certification ! 

Thus in all countries a false psychi 
encouraged, in which psychoses may 


underground,” unseen, uncontrolled, and 


treated, with all the consequent ris! 
disadvantages. 

Yet, is the danger of unjust depri 
of liberty of the insane really eliminat 
the fact of certification? Is it worth 
to interfere with the treatment of psy 
and incur the risk that a crime may be 
mitted? Is not the danger of evasion « 
law much greater? Psychiatric clinics sl 
be hospitals under the same control « 
authorities as all other hospitals. 

In Palestine, we have the English s 
of certification. Yet with us the 
person even if he is “certified” has n 
pect of being admitted into an institt 
until such a long time has elapsed—m« 


perhaps years—that the admission in n 


cases, if not in most of them, becomes 
less. In fact, of the recently ill patients 
the smallest fraction is admitted into tl 
ficial institutions, as shown in the 


government report. And this deplot 


situation was brought about, not as a 1 
of evasion of certification, but because 


really disastrous scarcity of beds 
insane. The question obviously arises 


higher in our country than elsewhere, 
the lack of beds the result of great 
mand? The figures show that for 1,0 
habitants Palestine disposes of 0.25 b 
the insane, Great Britain 3.9 per 


U.S.A. 4.09 per 1,000. This means 


Great Britain and U.S.A. possess app 
mately 16 times as many beds as this count 
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portion of acute and chronic cases is altered, 
and the institution is eventually filled almost 
entirely by chronic cases. Thirty to forty 
percent of cases newly admitted during the 
year remain to be taken over into the next 
year ; and thus, because of the lack of beds, 
it becomes finally impossible to admit new 
As a practical instance: the Mental 
Hospital Bethlehem with 52 beds admitted 
during 1944 five new patients; the average 
stay reaches already 10 years! The hospital 


cases. 


is therefore already as good as eliminated as 
a place of reception of new psychoses and 
represents but a shelter for run-down cases. 

The backwardness of institutional social 
psychiatry is so striking that we are com- 
pelled to look for the reasons. It is more 
striking when we note that England disposes 
yf an excellent mental health service, which 
[ shall refer to below with regard to our fu- 
ture developments. The causes for this social 
backwardness are pertinently shown in the 
annual report of the Social Welfare Depart- 
ment for the year 1944. Until 25 years ago 
Palestine belonged to those countries that 
were left outside 


he orbit of European po- 
litical and industrial development—and con- 
sequently continued to adhere to the feudal 
system. Within the last 10 years Palestine 
experienced the development that took Euro- 
pean countries 100 years to accomplish. “In 
fact Palestine is suffering the pangs of an 
industrial revolution telescoped into one- 
tenth of the time taken by the industrial revo- 
lution of the western countries.” 

There is no proof to show that there are 
fewer occurrences of psychosis in the Arab 
than in the Jewish sector of the population. 
This inference could have erroneously been 
drawn from reading the 1944 annual report 
of the Health Department of Palestine, which 
says that, of 108 admissions, 87 were Jews. 
One has to distinguish between frequency 
of psychosis occurrence and the necessity for 
hospitalization (referred to below as NH). 
The NH of the Jews corresponds to the NH 
in Great Britain and the U.S.A. The NH of 
the Arabs, a great part of whom, the Bed- 
still live primitively, undomesticated, 
is obviously altogether different. A compli- 
cated and highly developed society is more 
conscious both of its responsibility toward 
the mental defective, and of the fact that it 


suffers more from the failure of the indi- 
vidual. Thus we can now understand that 
with our entering Palestine the development 
of provision for the insane, which in Europe 
and America took 100 years to accomplish, 
was suddenly driven into a crisis within 10 
to 20 years. 

We come to a conclusion that we should 
need roughly 6,000 beds for the insane in 
Palestine whereof approximately 2,000 would 
be required for Jews. Available for Jews 
are in fact at this time about 60 beds at 
Esrat Nashim, about 150 in government in- 
stitutions, i.¢e., approximately 210 beds al- 
together. Add thereto roughly 600 beds in 
various not recognized institutions, and we 
arrive at a total of 800 beds available for 
Jews as opposed to 2,000 required. 

Admissions altogether of I per 1,000 psy- 
choses are to be reckoned with per year in 
Palestine, 1.e., 1,500 new cases (1,000 non- 
Jews and 500 Jews per year). Of these new 
cases official institutions received only 180, 
including 87 Jews and but 21 Arabs. Atten- 
tion has here to be called to the fact that the 
above quoted number of 500 new cases of 
Jews has actually nearly been provided for 
by the existing unofficial private institutions 
and the unofficial establishment of the Kupat 
Cholim together with the present official in- 
stitutions, so that the Jews within their sector 
have solved partly, if certainly not ideally, 
this most pressing question of immediate 
provision for new cases. In these unofficial 
institutions, the embarrassment of bureau- 
cratic certification is fortunately avoided, 
but there is a danger owing to the absence 
of all responsible supervision. It must be 
demanded that in some form a Jewish Mental 
Health Service exercise supervision, which 
is also necessary for the preparation and 
compilation of statistical and scientific ma- 
terial. 

Moreover, no accommodation for old cases 
has yet been provided in the Jewish sector. 
Private initiative could not cope with this 
part of the problem. 

Nowadays, in a moment of political in- 
security, it is difficult to draft plans for a 
mental service. Yet I believe that we have 
to go on planning in the direction of a spon- 
taneous natural development, i.e. :a) recep- 
tion stations in the proximity of the main 
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towns with installations for observati 
operation with general hospitals and { 


to apply modern therapy, and b) at a di 
from the towns 4 or 5 institutions, eac! 
approximately 1,000 beds (the institt 


should not be larger than that), with 


therapy, preferably on the colony s) 
with their own workshops, agricultut 


keries, etc. All these establishments 


subject to the Mental Health Service, 


should see to it that the personnel 

physicians (inter alia for the sake 

own progress) are transferred at 

long intervals from one location to 

so as to induce always fresh initiative 
avoid rigidity and autism. 


Part Two 


All that has been said relates to tl 
problems of the psychiatry of the psy 
but it is the non-psychotic cases that 
the great social problems confronting 
community, judges, teachers, societ 


the most difficult tasks. British legi 


and statistics differentiate between 
(psychosis) and mental deficiency 
comprises all innate forms of idi 
becility, and moral defect. Whilst the 
report shows 158,000 cases (3.9' 


timated number of mental defectives 1 


300,000 (7.5%). That means that tl 


twice as many of these innate defect 
of those who later in life acquire ps) 
These “mental defectives” comprise tv 


different groups. There are firstly 
ganic brain defect diseases such as 
heredo-familial diseases, deformatio1 
of encephalitis, the majority of whi 
to be kept in institutions. To them 


for instance the group (approximatel 


kept in Miss Gaster’s institute in our 


There exists to my knowledge no suc! 


tute in the Arab sector. Only in 
there is one big institution, “La 
where I found quite a collection of th¢ 
est rarities. The government does n 
tain a special institution in Palestine 


group of innate defectives. Some of 
are cared for in the existing gover 


1 


institutions, others in the criminal 
section of the prison. 
There are some individuals wit! 


group of innate defectives that are stil 


w the gov- 
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with 200,000 children for a population of 
1.000,000. Of yearly 
need child guidance, that is to say, 2000-4000 
children. 


these children 1-2% 


In the Annual Report of the Welfare De- 
partment of Palestine for the year 1944 we 
find that 3,069 juvenile offenders have been 

l. follows that 
of the children requiring child guidance in 
Palestine 


indictec Krom which it most 
1 
| 


become offenders, which means 


that the problem of juvenile delinquency is 
unfavourably affected by the lack of psychi- 


atric polyclinics for children. 


It is of interest to note in this connec- 


juvenile offenders 


tion that of these 3,069 
only 430 were Jews. Presumably this is evi- 


dence of the Jewish preventive care already 


exercising a salutary influence in this field. 
We have mentioned some of the tasks of the 
psychiatric polyclinics. They should consti- 
te, as it were, first aid stations for psychic 
oblems and be set up in the three main 
wns. They should be at the disposal of 
rents, teachers, and probation officers, 


which require the 


enever questions 


| do not suppose that one can solve these 


tasks without having recourse to the mental 


spital when continued observation may be 
to determine eventual disposal, 


ice of vocation, etc. There is need for 


\merica are called “psycho- 


hospitals” (Boston, Baltimore). The 
S tric polyclinics should be associated 
hospitals, so that both in-patient and 


t-patient observation mav be united in one 
mental health center. In this way superfluous 
spitalization may be avoided, and on the 


1d 


in-patient observation will be 
nade possible, when unstable patients try to 
think |] 


convictions in 


elude with 
pre- 


ferring to send any psychopath to a hospital 


supervision. | 


agree 
psychotherapists of all 
tor observation, social adaptation, and vo- 
to treating him as an out- 
patient. But I have to admit that these ortho- 


tint ] raining 
training, 


psychiatric clinics, in our country, do not yet 


[he psychotherapists must help us combat 


i 


prejudice “institution,” in 


against the 
rt at least with our 


tasks. Extra- and intra-mural psychiatry 


not be separated one from the other. 
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The mental health service organization has 
to comprise hospitalization as well as out- 
patient departments. 

Sadler quotes the following estimate of 
the composition of the American population : 


I. 2. 
6.75% Mentally outstanding ........... 120 
30.00% Above average 100-110 
6.00% Borderline cases ....:.......000- 70-80 
0.25% Imbeciles and idiots.......... Under 50 


It may be assumed that approximately 20% 
of this mental scale are not able to cope 
with the strains and exigencies of a compli- 
cated pattern of society. But they would well 
be able to be incorporated into a community 
that allots to them an activity according to 
their shortcomings and capacities. Every 
one of us is conversant with those instances 
of chance-hits, where defective personalities 
fall here and there upon a sphere of action 
that absorbs them and that leads their ener- 
gies into channels which prove of positive 
value for them and for society. What until 
now has been “chance-hits” has in future to 
be planned systematically. Nothing is more 
cruel than the aspect of dull insane on one 
side and idle attendants becoming them- 
selves dull on the other side. According to the 
degree of the mental defect this social “‘ac- 
tivation” of the patient may be made possible, 
either within the tight frame of the institu- 
tion or in the wide framework of the colony 
with its special social strata and pattern. And 
a part of the cases finally may even be trained 
to tasks in a free society. Thus disappear the 
rigid limits between the institution and free 
society, if only the hospital and the out-pa- 
tient department cooperate as one mental 
health center. 

Many cases of relapse could have been 
in connection 
with the hospital—had been provided for 
social adaptation. Thus the setting-up of 
psychiatric polyclinics requires a staff of 
trained psychiatric social workers. These 
social workers are not to be confined in a one- 
sided manner to activities inside the poly- 
clinic. They have to keep in mind the longi- 


avoided, if subsequent care 


tudinal section of the case and maintain con- 


hall 
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nection with the hospital and the entir« t t inder a Mental Health 
service. mission controls or 
Finally, a few words on the tasks of ! pitals, 2. child psy- 
psychiatrist before court. There is no m tient clinics, 4. train- 
tion in the report of the Welfare Depart t : re for juvenile de- 
of a psychiatrist being summoned to 0. minal psychiatry, 
the cases of 3,069 juvenile offenders. treat . llection of sta- 
I regret to say, is a sad fact. In the 
courts as well, we seldom find that a ps) ! 1 of delegates 
atrist has been called. It even is not a1 the Ment ne Society, 2. the 
common happening that criminals a1 t 3. the Waad Leumi, 
clared insane without medical evide: = Dey nt, 5. the Medical 
do not want to record here individua t Cholim, 7. the 
currences, but there have been cases t M tion, 8. physi- 
put it mildly, reveal a deep backwardne:s t Social titutions of the three 


If until now, we psychiatrists ha 


been called upon to assist in thes tioned 8 de- 


matters, the fault lies to a consideral rt t ntative is appointed 
tent with ourselves. For instance, what vho is responsible 
tell the judge by a diagnosis or by a stat ! partment. The 
ment of “responsible or irresponsibl ducts ne- 
little to him and does not constitute a t t ernment and_ the 
tribution to the solving of the social p1 rned 


The legal men do not comprehen 
demand from us tests, that, like the 


sermann, should have positive or utschland. Rit- 
results. It is our lot therefore to tea —— tschrift fur Psychiatrie 
chiatric understanding. This cannot | 1 1 the Mental Health 
by the single person but only by the c 

ration of the professional groups, as « t 1 of Control for 
into being by the Mental Hygiene Soci 3 
And I should like to recall that one of 1 
founders of this Mental Hygiene Societ "Firet A the Board of Castes 


Palestine was a psychiatrist, the 


fessor Pappenheim. artment for So- 


The organization of the Mental | 
Service in England is set forth in Blacker 8 Ss M ) try. Mosby 
report of 1946. It was developed at the t pment of statistics 
of the air attacks of the last war. It t nited States during the 
t., 102: 1, July, 1945. 
serve as an example for our task. 
The supervision of the entire \.M 
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OUTPATIENT TREATMENT OF ALCOHOLICS ' 


L. ERWIN WEXBERG, 


It appears that the latest stage of psychi- 
atric development, as far as therapy is con- 
cerned, is that of extramural psychiatry. 
The ascendancy of outpatient treatment is 

in the treatment of 
psychonet analytic methods, 
mostly on an outpatient basis, gradually re- 


noticeable everywhere: 
1 


where 


place hospitalization even for those who are 
ble to afford a sanitarium; and in ambula- 


tory electric shock therapy of many cases 
of depressive psychoses. Progressive de- 
velopment of mental hygiene departments 
will permit the discharge from mental hos- 
pitals of many chronic patients who only need 
psychiatric supervision on an outpatient basis 
to be taken care of in their families, and to 
better off, this way, than even in a good 


Che fact that alcoholics, too, can be treated 
Successful 


psychotherapy of alcoholism without hos- 


as outpatients is not new at all. 
pitalization has been reported in many single 
cases and in comprehensive studies. How- 
ever, until the emergence of the Yale clinics, 
no attempts have been made, in this country, 
) organize outpatient treatment of alcoholics 
a large scale. Our own alcoholic clinics, 
started in 1945, followed suit. From the be- 
ginning, they have been somewhat different 
from those established in Connecticut: first, 
being administered by a public agency—The 
District of Columbia Department of Health 
naturally the emphasis was on service for 
community rather than research ; second, 

the practical handling of our cases, we 


gave the first and almost exclusive place to 
psychotherapy, both individual and group 


erapy; third, because of fortunate local 
we were able to establish close 
cooperation with very efficient and very un- 
derstanding groups of Alcoholics Anony- 
mous. Naturally, all these factors, which 
seem to favor our clinics as far as practical 
results are concerned, still do not yet enable 
us any more than the Connecticut clinics to 


1 Read at the 103d annual meeting of The Ameri- 
can Psychiatric Association, New York, N. Y., 
May 109-23, 1947. 


M.D., Wasuincton, D. C. 


publish statistics of success. In hardly more 
than 18 months, we cannot be expected to 
have gathered a sufficient number of follow- 
up cases which would serve as a basis for 
such statistics. However, we have every 
reason to believe that our efforts are not in 
vain: close to 50% of those approximately 
1,000 cases which have been taken care of 
are still on the active file of the clinics, which 
means, for most of them, that they are at 
least improved; in addition, an appreciable 
number of those who dropped out are suc- 
cesses, as has been established by frequent 
check-ups. It appears that the rough esti- 
mate of 55-60% successes is, if anything, on 
the conservative side. The advantage of our 
close cooperation with Alcoholics Anonymous 
is that, for quite a number of cases, this 
means a long-term—sometimes even lifelong 
—follow-up, which is hardly possible with- 
out any kind of organization for arrested 
alcoholics. At the present time, we are trying 
to organize a club of clinic patients, destined 
to supply recreation and social contacts to 
those many lonely souls among them who 
sooner or later would relapse just for lack 
of those facilities. This club is overlapping 
with Alcoholics Anonymous. It supplies rec- 
reational activities to Alcoholics Anonymous 
members not available in Alcoholics Anony- 
mous meetings, and to those patients for 
whom the spiritual Alcoholics Anonymous 
program does not seem to be the answer. 
What we hope to accomplish is to keep track 
of a sizeable majority of clinic patients and 
to keep the memory of their course of treat- 
ment alive in them, so that therapy can be 
taken up again at any time, in case of need. 
While it is true that our emphasis is on prac- 
tical results rather than research, the ample 
opportunity for observation and study has 
not been left unused. In this paper, a few 
preliminary conclusions regarding alcoholism 
will be discussed which, we hope, may be con- 
tributory to the solution of some of those 
many unsolved problems in addiction. 
Alcoholism is the habit of uncontrolled 
drinking. This definition is about the 
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only thing all our cases have actu t it has its own dy- 
common. Otherwise; our observatio1 with its own 
led us to believe that the dynamics tonomous process is 
accounts for alcoholism is just as vat to its natural com- 
this group of psychopathological cl t the toxic effect. 
as in the larger group of neurotics a1 s, it calls for repeti- 
chopaths to whom they are closely 1 pressure of the 
In other words, there is no such thins , which calls for 
“the alcoholic personality” existing p1 n of neurotic 
the development of addiction. We d ! to neurotic ends, the 
believe that either oral fixation or rey intoxication 
homosexuality or any other unconsci th every repe- 
namics is more apt to lead to alcoholis: t] t erived from the 
to any other forms of maladjustment t ration increases 
choice of the symptom “alcoholism” t , the single experi- 
termined by a multiplicity of factor t tied together form- 
as drinking customs in certain strata gover calls for 
ciety, the public approval or disappt hakiness which ac- 
excessive drinking, the position in the tht ls directly into new 
with reference to an alcoholic father, mot t t vel \ variable 
or other relative, puritanism or « trict ! it ntegrated into 
discipline and general prohibitive te: t days or weeks and 
which may cause excessive drinking ! plete exhaustion, de- 
bellious opposition, the temptation oOo! ( prisonment. The 
cational situation (waiters, bar-tend lowed by an in- 
While it is true that emotional im: tonomy of its 
can be traced back, in many alcohol v1 that first drink” 
never liquidated CEdipus situation, it is my to many others up 
impression that the milk bottle of inf t trong impact of the 
not any more closely related to the wl tt ng to completion 
bottle than to a great many other f : t t nderstand by uncon- 
abnormal psychosexual development o1 In} ncontrolled” rather 
rotic symptomatology. n 1 rollabl e, once the drive 1s 
Yet, it may be justified to disting made to stop 
“alcoholic personality,” as a_ type, t pletion. Some- 
others. The alcoholic personality, as we k: t try to stop, and he 
it, is secondary to drinking rather than it | t characterizes him 
basis. We are not referring to orgat ll, his unwilling- 
terioration found in cases of ‘alcohol { pletion. 
brain,” but to a specific type of emot petit n is inherent in every 
attitude found quite often among talt t means that the ten- 
alcoholics. To explain this, the me e elementary 
of habit formation has to be discuss« t tions. The latter, 
An approach derived from Gestalt losely knit as the 
chology seems to be more favorable f , therefore, less of 
scription of what is going on, than any ot nning of a binge, 
The elementary pattern of drinking | t | be required to 
the characteristics of a configuratio1 been taken. This 
with craving prior to drinking, a dy1 es, but not with- 
climax, and a termination in drunl t ¢ t that it is easier not 
followed by hangover. This is what « rst than to stop afterwards 
defined as a closed configuration, or ‘ t to 1 \lcoholics Anony- 
It possesses functional autonomy (G. \\ pted by most psychi- 
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atrists, that the alcoholic has only the alterna- 
tive to go on drinking or to stop entirely, and 
and that he can never again be a moderate 
drinker 
holic.”’ It also led to the definition, now popu- 


1 


lar, ‘alcoholism is a disease,” though it is 


-“‘once an alcoholic, always an alco- 


not exactly a disease, but rather a syndrome. 
Finally, it led to the misconception of some 
kind of “allergy” to account for uncontrolled 
drinking. Whatever allergy is known to us 
in medicine, it consists in hypersensitiveness 
to some particular drug, possibly produced by 
sensitization. In the case of alcoholism, it 
is not a question of hypersensitiveness in 
the first place—on the contrary, we know 
that as a rule the tolerance increases with the 
length of addiction. What makes an alcoholic 
an alcoholic is the functional autonomy of 
the intoxicating process gaining momentum 
and becoming more and more compulsive. 
We have no answer to the question why cer- 
tain drugs are habit-forming and others are 
not, and why some are more habit-forming 
than others. But we do know that the dy- 
1amics of the individual personality structure 
calls for, and finds, its expression in a neu- 
rotic syndrome, or an addiction syndrome. 
So far, there is no difference between the two. 

The difference develops after compulsive 
drinking has started. 
ldiction consists in the cycle of intoxication, 
r of the That 
means that with every repetition the craving, 


As mentioned above, 
binge, gaining momentum. 


the drive toward completion, the satisfaction, 
and the hangover are becoming stronger and 
stronger. The entire experience gains pro- 
gressively in intensity. No wonder that it 
also gains emphasis in the person’s life. The 
end result is well known particularly among 
drug addicts: it is the morphinist who even- 
tually has lost any interest in life except his 
addiction. Moral, esthetic, social, or cultural 
His life 
centers around this one and only problem: 


values do not count any more. 


how to provide himself with the drug to the 


extent he needs it. He does not hesitate to 
commit robbery or forgery if necessary. Mur- 
ders have been committed for the same pur- 
pose. Alcoholism may reach the same in- 


tensity. There is, in an alcoholic’s life, no 
satisfaction which equals the one obtained 
from drinking, and no craving that compares 


with that for a drink. The lust for pleasure 


derived from drinking becomes the dominat- 
ing motivation in his life. Naturally, other 
forms of statisfaction lose momentum to the 
degree alcoholism gains it. In fact, there is 
hardly any motivation quite as powerful as 
the drive for a drink or for a drug. Most 
chronic alcoholics lose progressively all in- 
terest in sex. It is probably true that sex 
satisfaction, for them, cannot compare with 
the experience of intoxication. Hence, if it 
is a matter of choice, they prefer drinking 
to sex activity, and they do not mind losing a 
sex partner if they could hold him only by 
resigning themselves to abstinence. 

This is the particular change of person- 
ality which eventually creates the alcoholic 
as a type. It is characterized by a specific 
range of values. At the top of the value pyra- 
mid, there is the supreme satisfaction sup- 
plied by the intoxicant. There may be other 
values of physical satisfaction from eating, 
smoking, sex, which still have a certain im- 
portance in his philosophy because, as phy- 
sical pleasure, they are to some extent com- 
parable to drinking. But all the rest of values 
—cultural, social, moral, esthetic—are way 
below, hardly existent, practically unimpor- 
tant compared with intoxication. Naturally, 
a change of personality structure such as this 
impresses as deterioration. It is, but with 
the understanding that no organic process is 
involved. Also, it is not irreversible as it 
would naturally be in case it were organic 
deterioration. 

This leads to the question of therapeutic 
indication in the treatment of alcoholism. If 
it is true that the change of value structure 
in the alcoholic’s personality which is sec- 
ondary to the growing momentum of addic- 
tion is the most clear-cut expression of the 
alcoholic personality, it cannot be neglected in 
therapy. If in some way, by forced with- 
drawal, drinking is removed from an alco- 
holic’s life, he remains with a vacuum which, 
in the long run, is hardly tolerable and sooner 
or later leads to relapse into drinking—e.r 
vacuo, so to speak. The process of depletion 
of values in consequence of the dominance 
of intoxication cannot simply be reversed by 
not drinking. Active psychotherapy will have 
to promote restitution of a previously ex- 
isting range of values. This must be possible 
except in cases in which the value deteriora- 
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tion has started rather early in life, o1 
the neurotic dynamics behind his addi 
is too intricate to allow for immediate . 


lution. Rarely an alcoholic will be a subj: 


for orthodox psychoanalysis, simply be 


the latter requires intense intellectual 
eration which is not available as long 
patient keeps on drinking. On the 
hand, the psychotherapeutic approach 
to be a historical, biographical one. T! 
tient needs help in reverting to a peri 
life in which there existed, for hin 
other than drinking. The ancient 
satisfaction are never quite obliterated 
urally, revival of former values meets 
some resistance. It is impossible as 


the alcoholic value constellation—with 


toxication at the top of the pyramid—is 
in full power. 


Fortunately for the success of outpat 
treatment, the majority of our patients ent 


the clinic at a critical point in their al 
careers. It usually comes into the oper 
answer to the question: ‘“Why do 

to stop drinking?” It appears that the 


cision to quit—if it is sincere—only a1 


from a catastrophic disturbance in the 
tient’s system of values. Quite often it 
insight, slowly growing, that an e 
downfall is just around the corner ; the 
tient has just lost another job because 
excessive drinking, and it occurs to hit 
in the last few years the intervals bet 
periods of unemployment have becomé¢ 


gressively shorter, and the level of em 


ment and pay progressively lower. 


be unable to finance even his drinking s1 


let alone a decent standard of living. Du: 
short terms in jail or in the workhouss 
had opportunity to see his own future 


corporated in those recidivists beyond 


ve supply a wi 
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INDICATIONS FOR SHOCK TREATMENT IN PSYCHIATRY * 
TRYGVE BRAATOY, M.D., Osto, Norway 


As has previously been pointed out in this 
Society, developments in the practice of shock 
treatment in psychiatry have been very rapid 
in the course of the last 10 years. 

The value of shock therapy in schizo- 
phrenia has been discussed by many authors, 
and it has been shown that the results from 
such therapy are dependent upon the dura- 
tion of the illness previous to treatment as 
well as other factors. Some authors maintain 
that it is of no significant value in the treat- 
ment of such cases; and many have come to 
shock treatment should 
be employed primarily for the manic-depres- 
sive group, contingently in depressions of so- 


the conclusion that 


called endogenous character. 

It is of interest in connection with the pos- 
sibility of curing insomnia by electric shock 
treatment to consider whether such improve- 
ment in sleep can be thought to be due to 
lesions in the central nervous system. This 
possibility or risk in convulsion treatment 
had to be borne in mind from the very first, 
inasmuch as it was already known that epi- 
leptiform convulsions may be accompanied 
by cerebral changes of irreversible nature. 
This view was confirmed by anatomical ex- 
aminations and had found expression in 
therapeutic practice, since the investigators 
pilepsy believed that convulsions should 
as far as possible be avoided. The active 
students of the disease seem still to hold this 
opinion (Georg Henriksen, 1946). 

\s regards third degree cerebral changes 
following shock treatment, anatomical ex- 
aminations have shown that such changes are 
regularly found in experimental investiga- 
tions. Ziskind and Tyler have shown (1940) 
that by insulin shock the most varied degrees 
of decerebration can be produced—almost at 
Corresponding experiences in clinical 


of 


will. 
practice are reported by J. L. Kinsly (1943). 
With respect to electric shock, which 1s per- 
haps the form now most employed, the re- 
sults of the experimental investigations have 

1 Abstract of an original paper read at a meeting 
of the Norwegian Medical Society, Oslo, Norway, 
September 25, 1946. 

From the psychiatric department, Ullevaal Hos- 
pital, Oslo. 


been confirmed in clinical study by means of 
electroencephalography. It is found that after 
a couple of shocks the patients often show 
changes in their EEG corresponding to those 
which are otherwise usually ascribed to path- 
ological affections of the cerebral cortex (W. 
Grey Walter, 1944 and L. C. Cook, 1944). 
Likewise most of the theories respecting 
shock treatment group themselves around 
the view “that the convulsions exert their in- 
fluence by putting groups of cerebral neurons 
out of action, either through anoxemia or in 
some other manner. And these views are 
supported by the concordances found between 
leucotomy and convulsion therapy” (L. C. 
Cook, 1944). The shock treatment must then 
be characterized as a diffused, fortuitously 
localized leucotomy. 

The Danish investigators, P. Hencke and 
V. Zahle (1946), systematically examined 
the EEG from 25 patients before and after 
shock treatment. Four months or more after 
conclusion of the treatment the patients were 
subjected to psychiatric-neurological exami- 
nation. Eight of them were found to have 
“recovered” (+++), 8 were “moderately 
improved” (++), and 3 “slightly im- 
proved.” On control examination more than 
6 months after the treatment, 3 out of 17 
(20% ) were found to have had relapses. 

The EEG was found to be altered already 
after the first shock. The alteration then in- 
creased and reached a maximum after 5 
shocks. The patients were given 2 shocks 
per week in two series of 5 shocks. Only one 
of the 25 patients had no distinct dysrhyth- 
mia, while 9 showed slight, 8 moderate, 
and 7 pronounced dysrhythmia. 

Where dysrhythmia existed before the 
treatment, the subsequent changes were still 
more pronounced. The authors conclude that 
the clinical results are best in cases where the 
IEG shows least changes. The dysrhythmia 
produced gradually subsides and disappears 
entirely in the course of 3 or 4 months. 

Loss of memory (amnesia) was noted in 
11 of the 25 patients: in 2 cases less than one 
month after the treatment, in 3 cases from 
1 to 6 months, and in 6 cases more than 6 
months later. The results of the treatment 
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were less favourable in cases where loss of 
memory occurred, and as a rule the amnesia 
ran parallel with the dysrhythmia. 

These findings and views we may find cot 
firmed on clinical examination, without i: 
struments, through the marked impairment 
of memory in a large number of patients afte: 
shock treatment (G. Tooth and J. M. Hack 
burn, 1939). It seems to be generally agreed 
that this deficiency, can be detected on ordi 
nary clinical examination in some patients 
for a couple of months after the conclusi 
of the treatment. (N.B.: The examinatio1 
must then be made with a special view t 
this matter. Many of these patients will 
like other persons with impaired mem 
be somewhat reserved in conversation 
therefore the defect may easily be overlook 
on cursory inspection, just as all psychiatrist 
and neurologists know that presenile dé 
mentia may advance remarkably far with 
any changes being noted by the patient 
associates—precisely because the person 
fected seeks to evade test situations.) 
this impairment of memory should always | 
borne in mind in estimating the improvement 
or recovery following treatment. It ought 
to be judged with caution, like the regressior 
of symptoms that may be seen in other affec 
tions of the cerebral cortex, for instance i1 
alcoholic intoxication (or in penthotal). The 
recovery must in such cases be regarded wit! 
reservation until the memory has been re 
stored to what it was before. Some authors 
are also inclined to think that defects 
memory which are plainly observable during 
several months are due to changes which 
probably last longer. 

It seems reasonable to draw herefrom tl 
following conclusion: that contra-indications 
as regards shock treatment must be suggested 
not merely by fear of fractures or spinal in 
fractions, but perhaps equally by a certain 
respect for the functions we assign to 
intact cerebral cortex. This consideratior 
should, among others, lead to our being 
especially cautious if that organ has beforé 
hand been damaged or impaired. 

The following conservative view of con 
vulsion treatment is perhaps justified : 

I. The shock treatment in psychiatry ha 
as yet no satisfactory theoretical foundation 

2. The original view that the treatment is 
especially indicated in schizophrenic condi 
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terized by remissions and relapses, (d) if 
its permanent effectiveness has not been 
satisfactorily proved in any group of dis- 
eases, and (e) if in a considerable number 
of cases it is attended by distinct impairment 
of memory. It is therefore suited only for 
employment in hospitals, and it should not 
as yet be adopted in private practice, where 
economic considerations may influence the 
indications for shock treatment. 
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ACUTE ALCOHOLISM IN MENTAL PATIENTS TRI 


INSULIN 
SIDNEY J. TILLIM, M.D., Reno, N 


During 1946, 16 persons were committe 
to the Nevada State Hospital by reaso1 
chronic or acute alcoholism. This represent: 
approximately 12% of the total admissior matic 1 
for the year. The exceptionally high rate « 
such admissions is due to the location of 
hospital in proximity to a center of inte1 
and adventure. Quite a few of the adi 
sions were transients in this commu! 

However, there is probably a general ris 
in the incidence of alcoholism due to th 
vailing social unrest. 

There is a distinction between the alcol 
and the effects of alcoholism ; one is the p1 
lem of personality and habit, the oth 
the effect of alcoholic intoxication. The 
rection of the personality is a psycl 
problem. Psychotherapy is the corner 
of successful treatment. The use 
“conditioned reflex,” creating an ave! 
for alcoholic drinks, or the amphetamin« 
fate (benzedrin) supportive treatment 
not produce such high incidence of “cures 
without a careful selection of patients 
the prolonged psychotherapeutic cont 
with the physician. The services renderé 
A. A. (Alcoholics Anonymous) are ess 
tially psychotherapeutic. Many alcol 
cannot afford or tolerate a more perso 
psychotherapeutic approach. 

This communication is concerned wit 
treatment of alcoholic intoxication. 
bility due to alcoholism takes a heavy 
in lost production and ultimately in ps 
invalidism of many persons. The hi; 
cidence of alcoholism is expected to contit 


during the postwar years. Effective tr 

ment for alcoholic intoxication aims t 

store in the shortest time individual normal 
psychophysiologic activity. This reduces tl 

period of invalidism and the likelihood 

serious physical complications which ha\ 

not infrequently led to fatalities. The treat m the 
ment of acute alcoholism does not alway nt of al 
fall under the direction of a psychiatt 


Prevailing methods of treatment are sym, report re 
tomatic, occasionally referred to as “‘cot roup of patient 
prehensive” therapy. It consists of hit or the severity of tl 


576 


ATED WITH 


recommended 

pharmaco- 

Sympto- 

belaboring to 
| 


XCeSSIVE y 


use of bro- 


raldehyde 


whatever 
a disser- 
t th 


1 
through 


ective in pro- 
1 conditioning 
of nourish- 
or parenteral 
nonstrated 

tice. Even 
excite a 


anorexis of 


s caused by 
vorable re- 
the medical 
rept 

es(4, 5, 6). 
findings in a 
doubt about 
\ll admissions 


| 194% 
¢ 
to t 
Liicl 
\ 
me 
: 
OT 
17 
ently un 
With heavy 
. V1 
thei 
4 
( Ldl 
f ] 
+? tinns I \ 
ane 
are LOI 
cemic re t 
4 
it nas peen 


1ended 
ympto- 
ring to 
ssively 


sound 


heavy 

their 
f bro- 
lehyde 
atever 
disser- 


> 


1 


yf de- 
tions 


a, and 


pro- 
ioning 
urish- 
nteral 
trated 
Even 
cite a 
cis of 
been 
ed by 
yle re- 
edical 
vorted 
5, 6). 
in a 
about 
Ssions 


1948] 


SIDNEY J. TILLIM 577 


to the Nevada State Hospital are subject to 
commitment by a District Court on the 
grounds of insanity, and being a danger to 
themselves or others. All admissions are pre- 
viously examined by two physicians; on the 
basis of their findings the courts issue their 
for hospitalization. The patients 
came largely from the county jails or the 
county hospitals after days and even weeks 
of detention, or general medical care. In- 
sulin therapy was given only to those with 
acute manifestations who would otherwise 
tax our nursing and medical facilities. Pre- 
vious experience had taught us that the 


orders 


method was effective in reducing the nurs- 
ing and medical services otherwise required, 
an important consideration in state hospitals, 

Idition to the immediate benefits for the 
patients. 


In ac 


CASES 
Case 1.—(E. T.) A married woman, age 57, was 
imitted October 4, 1945. She had been a social 


be 
cer for years. During the last 8 
had 3 hospitalizations for acute alcoholism. The 
excuse for drinking was a long-standing cystitis 
1 insomnia. She had fallen in weight from a nor- 
il of 130 pounds to 97. On admission she was 
depressed, irritable, demanding, and apprehensive. 
Physical findings were mainly those of intoxication 
and delirium; tachycardia, gross tremor of ex- 
tended fingers, hyperactive K. J. and radials, bi- 
lateral positive Hoffman and tenderness over the 
pper half of the abdomen. 
Course in the Hospital—tThis patient was treated 
daily with hypoglycemic reactions for one week and 
iree additional treatments semi-weekly. No other 
form of sedation was used. During the first week 
most of the time in bed with a hot water 
bottle over her pubis. When she was out of bed 
she walked stooped carrying the hot water bottle 
with her. She had numerous somatic complaints. 
After the second week she abandoned the hot water 
bottle and began showing an interest in the sur- 
roundings. When she was discharged on Jan. 4, 
1946, she had gained 15 pounds, was actively in- 
terested in her appearance and occupational ac- 
tivities. A report 4 months later stated she was 
in excellent health and interested in taking em- 
ployment. 


months she 


she spent 


CaAsE 2.—(E. J.) A single man, age 59, laborer, 
was admitted January 25, 1946. In the spring of 
1945 he complained of lassitude and fatigability. 
This was diagnosed heart disease. Prescribed treat- 
ment was ineffective. He developed restlessness, 
insomnia, and great loss of weight. The only means 
of rest was riding in a car. From October 29 to 
January 2 he was in a general hospital being 
treated for the heart ailment. This involved heavy 
use of barbiturates and opiates without improve- 


ment. During the interval prior to commitment he 
roamed the country by hitch-hiking and kept him- 
self intoxicated with beer and wine. He returned 
to Reno in an extremely agitated and depressed 
state and sought readmission to the general hos- 
pital, from which he was committed to us. The 
transfer diagnosis was coronary occlusion, arterio- 
sclerotic cardiovascular disease, and morphine 
addiction. 

Course in the Hospital—Because of the extreme 
agitation, depression, noisiness, and refusal of nour- 
ishment, insulin therapy was begun immediately. 
He was given 50 units at 10:30 a. m.; he quieted 
and at noon ate a substantial lunch. Afterwards he 
slept for 45 minutes. He was quiet and comfortable 
until early evening when he became noisy and de- 
manded morphine or paraldehyde. Through the 
night he was given at various times 6 grs. sodium 
amytal, chloral and bromide mixture of 15 and 30 
grs. respectively, and 2 drams of paraldehyde. He 
spent a very poor night. January 26 he was given 
60 U. at 9:45 and 20 U. 1.v. at 11:20 a. m. He 
had a comfortable afternoon, but again at Io p. m 
he became noisy and was given 2 drams of paral- 
dehyde after which he slept about 4 hours. The 
following morning he was given 40 U. insulin i.v. 
He had a good reaction and an excellent appetite 
for lunch. No sedatives were required the following 
night. Thereafter the course was uneventful. The 
tenth day in the hospital he was put on kitchen 
detail. He was discharged for purposes of em- 
ployment, April 10. He has been continuously em- 
ployed for the past 10 months. 


Case 3.—(D. S.) A single man, laborer, age 40, 
was admitted February 16, 1946. He was born and 
raised on a farm and began excessive drinking at 
25 after his father died. Although of exceptionally 
large build he stated, “I usually walk away from 
trouble even though I am a big fellow.” He ad- 
mitted being a periodic drunkard, had had several 
episodes of delirium tremens and had been dis- 
charged from the Army for habitual drunkenness, 
after 7 or 8 hospitalizations. He was committed 
because of hallucinosis and fear reactions. He said, 
“T am scared a-d I don’t know what I am afraid 
of.” 

Course in the Hospital——He struggled along the 
first day, restless, tremulous, and apprehensive. The 
appetite was poor. The following morning he was 
given 60 U. insulin at 9:30 a. m. and an additional 
30 U. intravenously at 11:40 a. m. He had a good 
day and night. The next morning he received 
80 U. at 9:15 and 25 U. iv. at 11:10 a. m. Treat- 
ment was terminated at 12:30 noon after only a 
moderate reaction. No further active treatment was 
indicated, no other sedation was used. On Feb. 20, 
he expressed a readiness for work and was turned 
over to our farm contingent. He worked steadily 
through the summer. On Sept. 29, he was read- 
mitted to the hospital in a tremulous and fearful 
condition. He had been drinking since the 24th 
and had not eaten or slept for 4 days. This time 
he recovered ready for work in 2 weeks. Insulin 
therapy was not used. 
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Case 4.—(L. D.) A married woman, age 34, 
admitted September 20, 1946 because for the 
month she had complaints of abdominal pain 
ache, nausea, vomiting, constipation and in 
She had fallen in weight from 110 to 86 1 
She spent a week in a general hospital, treat 
various drugs and nutritional infusions by 
She was ordered removed from the hospital | 
of her noisiness, demanding and paranoid 
She was cared for at home for about 2 weeks 
the only effective sedation according to th 
sician was repeated doses of whiskey. SI! 
heavily intoxicated at the time of admissi 
was noisy and demanding, wanted a “hy; 
“shot of whiskey,” appeared malnourished 
tremely unsteady in gait. 

Course in the Hospital—She had 
treatments for one week. The only other 
tion was multiple vitamins in therapeutic « 
She was paroled on October 11 in full re 
with her weight regained to 108 pounds. 


Case 5.—(J. H.) A married man, age 39, 
admitted November 28, 1946, as a transfer f1 


general hospital. He had been admitted there 
weeks previously as a case of acute alcohol 


under special care by 2 physicians. This man 
been a heavy drinker for years and was 


stainer for 3 years preceding the present bout w! 


became really heavy the last 2 months 
reason for transfer to us was the persisten 
hallucinosis, paranoid delusions, and agitati 


was also profoundly depressed, fearful of the dar! 


and negativistic towards treatment and the takin 
of food. Physically he was in fair condition, ex« 
for an old arthritis deformity involving the wri 
and ankle joints, and loss of weight. A detail 


physical was impossible because of his resistivens 


Course in the Hospital—He was admitted 


in 
aii 


evening and spent a very uncomfortable, wakeful 


night. The next day he was treated twice witl 
sulin. Each time he responded with a good 
tite and several hours of quiet, cooperative 
vior. Towards midnight he was again extre! 
disturbed, tried to force his way out of the hi 


refused all medication and had to be restrain 


The following morning he was again given insul 
but for a much deeper reaction and of longer dur 
tion. He awakened from this treatment ment 

clear, cooperative, and with a ravenous appetit 


That night he slept well and awakened the 


morning as if out of a bad nightmare, fully orie: 


and in good contact with the environment 
further insulin treatment was indicated. The 
medication used was daily injections of thiami 
mgs. and oral administration of polyvitamins. 


the fourth hospital day he was already effectively 
engaged in occupational therapy, and on Decen 


16 was paroled for return to his regular em 
ment. 


Case 6.—An army sergeant, surgical technicia1 


age 37, single, was admitted to a military get 
hospital May 5, 1944, because of delirium an 
ability to retain food or liquids by mouth. F 
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DISCUSSION nutrition due to neglect incident to the in- 

There is a physiologic basis for insulin 


therapy. There is a distinction between ordi- 
nary drunkenness and the effects of drunken- 
ness for the days and occasionally weeks 
after the drinking spree. It is generally true 
that the blood alcohol “the 
morning after” is not considerably elevated. 
This is the reason that, in states where the 
blood concentration is used as a measure of 
intoxication, the sample of blood must be 
taken immediately when arrested. A condi- 
tion of 


concentration 


delirium tremens or alcoholic deli- 
rium may be precipitated as a postoperative 
complication or after a head injury despite 
the fact alcohol may not have been consumed 
for some time previously, this of course only 
in chronic alcoholics. 

[he patients admitted to this hospital had 
ample time to dissipate or metabolize the 
alcohol in their systems, during the days 
and longer times spent in jail or the county 
hospitals before commitment. The existing 
condition could only be understood as the 

The 
presenting symptoms were largely physio- 
logic in nervous and metabolic dysfunction. 
The nervous disorder was an autonomic im- 
metabolic 


after-effects of alcoholic indulgence. 


been 
demonstrated in faulty carbohyarate metab- 
olism during alcohol withdrawal. There are 
other dysfunctions involving kidney damage 


balance : dysfunction has 


and hepatitis. It is known that alcohol does 
When 


cohol has been a steady diet for days, it is 


not require insulin for metabolism. 
al 
likely that pancreatic activity becomes dor- 
mant or sluggish. It is also possible that a 
continuing high concentration of alcohol in 
the body would have a toxic depressant ef- 
fect on pancreatic function. The frequently 
present anorexia may well be the indicator 
of impaired insulin production. The supple- 
mented insulin in the treatment promptly 
corrects the condition; patients invariably 
awaken to a desire for food after the hypo- 
reaction is terminated. Several 
hypoglycemic reactions as a course of treat- 
ment restore appetite for an indefinite period 
thereafter. 


Siycemic 


Insulin therapy for alcoholism is not a 
shotgun prescription. It is of value only for 
the relief of symptoms directly attributable 
to alcoholic intoxication and the failure in 


acute respiratory and renal disease are not 
contraindications to the use of insulin under 
experienced observation. Reducing the de- 
lirium and stimulating elimination are defi- 
nitely desirable in the treatment of such 
complications. The use of additional drugs, 
except barbiturate sedatives, is not in con- 
flict with insulin therapy. There is little or 
no call for sedation for patients treated with 
insulin. 

The method of treatment was described 
in a previous publication(7). While the 
treatment must be individualized as to dosage 
and intensity of reaction, the general princi- 
ples have not been altered. Only cases of 
undernutrition or with symptoms of avitam- 
inosis receive supplementary vitamin ther- 
apy, and then in ample therapeutic doses. 
We hold to the belief that a good appetite 
satisfied by a wholesome meal obviates the 
use of capsuled vitamins. 

Recovery from the acute manifestations 
of alcoholism which usually occurs within 
24 to 48 hours is not the end of treatment at 
this hospital. It usually signalizes the be- 
ginning of a period for physical activity. 
We have little time for systematic psycho- 
therapy ; the time factor precludes such un- 
dertaking. Very few of the cases encoun- 
tered have shown the necessary insight and 
desire required for successful psychotherapy. 
We elect the next best procedure: enforced 
abstinence and physical activity. The use of 
“aversion therapy,” the benzedrin treat- 
ment, or protracted use of sedatives does not 
fit into the scheme. For most alcoholics 
it is best to reduce the use of drugs to the 
essential minimum. alcoholics, like 
some addicts, to appease conscience, make 
half-hearted attempts at abstinence by sub- 
stituting barbiturates in colorful capsules, or 
benzedrin for its euphoric effect. We have 
seen samples of both practices at this hos- 
pital. Confirmed alcoholics cannot be safely 
supported on either medication for any ex- 
tended time. Substitution therapy, especially 
for severe neurotics and psychopathic per- 
sonalities, may make the cure a greater li- 
ability than the disease. The only effective 
substitution for alcohol is a personality syn- 
thesis which will permit ego function with- 
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out anxiety, without pretention, and t t intramuscular 
feeling of interest in the welfare of its s t fantastic propor- 
milieu. The ego of the alcoholic suffe t ndividuals ; anywhere 
the want of one or more of these attril ! ts t units and more(8), 
This is why A. A. has helped some, and | ment readily administered in 
others need psychotherapy. t definitely is not a 

Insulin therapy affords the quickest t practice. The 
for restoring normal physiologic and | ! ictions should 


logic activity, and restoration of | 
well being. If the alcoholic is intent 
cure from the addiction, the sense 


being which has been demonstrated 
tinue for weeks and months under h oe alecianiies 
supervision should find the patient 1 
ceptive to curative psychotherapy. The t 
ment of any severe habit must ag ae: 
exacerbations of the craving 61 ale 
This is especially true of tl yarrante 
drinkers. Such persons have definite inf 
dromata usualty manifested in 
tension, irritability, loss of appetite, a and physical 
somnia. In severe form they may ii "te 
gross physiologic changes of hyper 4 
digestive disorders, and tremors. ‘ 
persons are cooperative to apply f 
course of treatment under hospital 
sion, usually not more than 24 to 48 r, P., an _comprehensive 
the symptoms can easily be reliev mens, 
protracted debauch avoided. Repeated ‘“ nd Raphael. 7 
ceptance of such treatment, at what howl Wear. ana 
interval for the particular person, c 
with psychotherapeutic assistance shou thdrawal treated wit 
sure lasting cures. 
Any physician interested in the us ; ; 1 Shelton, P. The 
sulin therapy for alcoholism and othe tment ed te alcoholism. The 
diabetic conditions should easily acquit | 60 
technique. It requires familiarity wit 
hypoglycemic syndrome, the method 
minating the reaction, and shedding th / TD. Prelim 
grained notions about “insulin sho nt treatment of toxic 


thought of in relation to diabetes; to thi ! 4: rch 1942 f. 
of dosage in terms of the intended pond wit 
and not in terms of units. It has been de: a tiie sae 
strated that the dose required to induc¢ A 6 Sept. 1930. 
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COMMENT 


ABRAHAM 


Only two months ago we recorded in this 
place the appointment of Dr. Brill to the 
litors of the JournaL. He had 
graciously accepted the appointment and ex- 

We 
iad looked forward to a continuance of the 


association, 


ard of e 
lis pleasure in this association. 
reckoning the value of the co- 


operation he had generously promised. 
In addition to the active practice of psy- 


chiatry, from which it is safe to say he had 
thought of early retirement, Dr. Brill was 
a teacher and writer throughout his pro- 


fessional life. His position in medicine and 
in the mental sciences was unique in that he 

is the founder of the psychoanalytic school 
in America and had made available in En- 
glish the contributions of Freud and Jung 
as well as the textbook of Bleuler. During all 
the 45 years of his varied psychiatric work 
Dr. Brill was a very busy man—working 

ird became a habit with him. Much of this 
experience is reflected in his last book, “Lec- 
tures on Psychoanalytic Psychiatry” (1946), 
which might be characterized as the story 

| the evolution of a psychiatrist, and at the 
same time as a running and sprightly com- 
succession of 


entary on the psychiatric 


A. BRILL 


viewpoints and techniques in America dur- 
ing the past half century. 

Dr. Brill’s great seriousness in his work 
was balanced by a wholesome jocularity. 
Often he would drive a point home by means 
of a humorous story. It was characteristic 
that his last lecture in the book we have just 
mentioned closed with an excellent jest. 

But little more than a year before his own 
demise, he read before the Vidonian Club 
a paper entitled, “Thoughts on Life and 
Death.” It was a tissue of sapience shot 
through with threads of mirth. He wished 
to soften the note of dread or terror, too 
often associated with the idea of death. He 
had gathered considerable relevant material, 
he said, “which I must publish before I ‘pass 
over’.”” Unfortunately, his allotment of time 
did not permit. 

He recalled the names and the lives of 
some of the leaders in psychiatry who had 
gone before, having done their days’ work, 
according to the order of nature. Now he 
is of their company—of those, as he put it, 
“who lived lustily among us and who later 
became exhausted and left us.” 


APPOINTMENT OF DR. BLAIN 


The membership will already have been 
informed by the President, Dr. Winfred 
Overholser, in his circular letter of February 
9g, of the appointment of Dr. Daniel Blain 
to the position of medical director of the 
American Psychiatric Association. The new 
position has been created to provide a con- 
tinuous service for psychiatric information 
and advice in connection with the administra- 
tive offices of the Association. 

The selection of Dr. Blain, formerly chief 
of the neuropsychiatric services of the Vet- 
erans Administration, will make available to 
the members of the Association, to affiliate 
societies, and to interested public or private 


organizations or institutions an authorized 
consulting and advisory service in the general 
field of psychiatry. 

Dr. Blain’s permanent office will be in 
Washington, D. C., at 1624 Eye St., N. W. 
His appointment with the Association is for 
the present on a part-time basis in order to 
enable him to carry out his undertaking with 
the Veterans Administration. It is anticipated 
that during the autumn of this year he will 
be able to devote his full time to the duties 
of the new position, which will bring the 
Association into closer relationship with all 
the agencies in the community that it en- 
deavors to serve. 
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HOMAGE TO PR‘ OR BONHOI]I 

March 31, 1948 marks the eightieth birt! t ite vigorous and bet- 
day of Professor Karl Bonhoeffer, one of ‘' ! 
the great leaders of German psychiatry. / 
a tribute to him on this occasion a Festsc/ 
has been prepared in this country. On tly before the Allies 
Professor Bonhoeffer’s former assistant t t had been im 
Dr. Paul B. Jossman, now a senior physic :. re 
on the staff of McLean Hospital, secu ler had fail 
contributions from 28 of his chief's forme fter all they 
pupils and associates of German origin but t t | help of Pro- 
living presently in the United States N . to send 
addition, Dr. Tillotson writes that 1 
Americans who have visited and studi 
Germany under Bonhoeffer have like left fat Germany is very 
contributed papers or written letters of a t t n, although 
preciation. These documents were bou lost the K petenye went 
together in a volume dedicated to Professo1 Jaeuaiecaal 
Bonhoeffer by his pupils, friends, and t rdly 1 t mind readers 
leagues in this country and flown to Gert thi f D: nhoeffer’s distin- 
to be delivered to him on his birthday reer. | been professor of 
letter, of which the following is a translati t the U1 ti f Konigsberg, 
accompanied the Festschrift : idelbet r Berlin, and an 

In celebration of your eightieth annivers ay 
group of friends, colleagues, and students including 
the U. S. A. have joined in dedicating to you t id Neuro- 
papers in this jubilee-volume. The authors Veurol 
you to accept this homage as a token of d 
respect for you as a man of good will and a s ae 
tist. The great distance between us has not ali 
us from the principles of your Weltanschauung ; lat nown frotessor 
work. It has rather strengthened the motivé 1 | 1 by personal 
has made us continue our work.in your spirit ntact with him. 1 ling his clinics and 
vicissitudes and hardships of the present times | eading his 


taught us to esteem the human values 
and the feelings between scientists and 


good will which were always emphasized by e su lect nd does consulting 
high ethical standards. We express our sympat vor] hi ter writes, “in his 
for your recent hardships and we recogniz pare time he ¢1 { ery much needed 
great personal debt to you. This volume is but a Peery 
token of that debt and gratitude. We trust y eng 

continue to carry on your work for the sake . 48, Pro 
family and the scientific world. rand M1 ! ffer celebrated their 

Wishing you all good health and strength t Ider rsat Chey deserved 
complish this, I remain, Very respectfully you that it ht 1 er much happier 
B. JoSsMANN, M. D. 

It will be noted that Dr. Jossman speak rt out I nts writes, ““The 
of the hardships Professor Bonhoeffer eat marty! 
undergone. We learn something of thess litler this Reich.” Their 
from other sources also, among them f1 te in her statement 
his daughter, Mrs. Sabine Leibholz of O t \\ rstand that the little 
ford, to whom a request for information ’ tims was Pastor 
been addressed. Under date of February 4 tt te well known in 
1948, Mrs. Leibholz writes: ne of tl 

ted putsch ot 

. . . . I visited my parents in Berlin last summer 14 ! Nazis as the head of 


after 10 years of separation, and after all that 
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fund Dr. Niebuhr collected for them two 
years ago is exhausted. One of the Presby- 
terian missionary societies sends parcels of 
food and clothing to the professor and his 
wife and the numerous widows and grand- 
children. But still it is not enough. Some 
of Professor Bonhoeffer’s friends, former 
pupils, and associates on this side of the 
water have made contributions to ease the 
family needs. May there not be others who 
would wish to do so? As supplies have to 
come from outside Germany, anyone wishing 
to make a financial contribution for their 
purchase should address it to the Bonhoeffer 


Fund administered by Henry Smith Leiper, 
D. D., of the World Council of Churches, 
297 Fourth Ave., New York 10, N. Y. For 
food shipments, the nonprofit organization, 
C.A.R.E., 20 Broad St., New York 4, N. Y., 
will receive orders, make up the parcels, and 
guarantee delivery. 

American psychiatry owes a debt of grati- 
tude to Professor Bonhoeffer. It will bring 
him cheer if any of his old friends write to 
him to express their esteem and affection. 
They may address their letters to Geheimrat 
Bonhoeffer, Marienburger Allee 43, Berlin- 
Charlottenburg 9, Germany, British Zone. 
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NEWS AND NOTES 


FourTH INTERNATIONAL NEURO! 
Concress.—This Congress will be 
Paris, France, September 5 to I0, 
Honorary presidents of the Fourth Cor 


will be Sir Charles Sherrington, Pri 


Gordon Holmes, Professor Georges Guil 
and Dr. Andre-Thomas; the president 


be Professor Th. Alajouanine. 

The program executive committee | 
lected four topics for the morning sess 
the Congress. The subject of each sym] 


and the individuals in charge of the prey 
tion of these special topics are as fol 


the thalamus and its pathology (Dr. 
nardus 


permit the presentation of papers 01 
cellaneous subjects, which will be g 


as far as possible according to the sul 


matter of the communications. 


The official languages in which papers 1 


be presented are French, English, Sj 
and Russian. 


Membership in the Congress will c 
of active and associate members. Appli: 


for active membership must belong to 
national or local neurologic, psychiatric 
ropsychiatric, or neurosurgical associat 


society. The fee for active membershij 
be $10.00. Associate membership, with a 
of $5.00, is available to members of famil 
physicians in other specialties, and non: 
cal persons engaged in fields of act 


which are associated with neurology, 
chiatry, or neurological surgery. 


Canadian neurologists and psychiat: 
interested in attending the Congress sl 


communicate with Dr. Wilder Penfield 


president representing Canada, at the N« 


logical Institute, McGill University, 
treal. 


As no title or abstract will be accept: 


the U. S. committee unless at the ti 


submission the author is an active membet 
the Congress, an application blank for m 
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Brouwer); electroencephalogray 
and electromyography (Dr. Knud Kral 
virus involvements of the nervous syst 
(Dr. Henry Alsop Riley); and surgi 
treatment of pain (Dr. Anthony Feiling 
Afternoon sessions will be arrang 


gether with 
embership fee, 
the title and 
lressed to Dr. 
re Hospital, 
Y orl N Dr. Merritt will also 
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al Society 

has planned 
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G. El h, directo the Colorado Psycho- 
Dr. Thomas M. 
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WIENER ZEITSCHRIFT FUR NERVENHEIL- 
DEREN (GRENZGEBIETE.—The 

first number of this new publication, the of- 
ficial organ of the Psychiatric and Neuro- 
logical Society of Vienna, appeared in the 
autumn of 1947. It is under the editorial di- 
rection of Professor Otto Kauders, head of 


KUNDE UND 


the department of neurology and psychiatry 
in the 1 Vienna, with the col- 
laboration of Dr. Herbert Reisner of the 
names of Drs. W. 
Urban (Innsbruck) 


University of 


same department. The 
olzer (Graz) and H. 
as associates on the editorial staff. 
\lthough the new publication represents 
the Jahrbticher ftir Psy- 

chiatrie and Neurologie, it was decided to 


a continuation OT 


it 
upon which the medical sciences in 


1d Germany are now entering. 


a new name to signalize the new epoch 
\ustria 
The Zeit- 

schrift will appear at irregular intervals, a 
The 


publishers are the Springer Press in Vienna. 


consisting of 300-400 


pages. 


lhe contents of this first number of the new 

Zeitschrift indicate that the best traditions 
\ustrian psychiatry and neurology are 

being upheld 


Professor Kauders’ graciously invites 


\merican collaboration and offers oppor- 
tunity to contributors on this side of the At- 
antic to have articles published in 


English in the Wiener Zeitschrift. 


accept ed 


AMERICAN OCCUPATIONAL THERAPY As- 
1948 Meretinc.—The thirty-first 
annual convention of this association will be 
held in New York City at the Hotel Pennsyl- 
vania, Sept. 7-11, The program will 
11 le round tables, an institute, field trips, 
Chairman of the pro- 
gram committee is Frieda J. Behlen, O.T.R., 


1 


SOCIATION, 


1948. 


117 
ALAN 


open meetings. 


is director of the occupational therapy 
curriculum in New York University. Mar- 
\bbott, O.T.R., associate director of 
occupational therapy training courses at Co- 
lumbia University, is chairman of the round 
fees will be $6.00 for 


members and $3.00 for students. 


cuerite 


» 


tables. Registration 


GRADUATE COURSES AT UNIVERSITY OF 
lowa.—Dr. Wilbur R. Miller, director, Psy- 
chopathic Hospital, State University of Iowa, 
announces that a new resident training pro- 
gram in psychiatry will go into effect July 1, 


1948. The objectives will be to train physi- 
cians for the practice of psychiatry and as 
teachers and research workers. The clinical 
experience will include rotation through the 
inpatient and outpatient services (adult and 
children) of the Psychopathic Hospital, the 
psychosomatic service in the University Gen- 
eral Hospital, and the University Student 
Health Service. Didactic courses will be 
given by the staff of the departments of psy- 
chiatry, anatomy, neurology, child welfare, 
psychology, and sociology. Elective courses 
will also be available to meet individual needs 
of the participants. Satisfactory completion 
of the program leads to the degree of Master 
of Science in Psychiatry. 

Ordinarily the instruction will cover a 
period of 3 years, but special arrangements 
inay be made for shorter courses as desired. 

Further information may be secured from 
Dr. P. E. Huston, the organizer of the train- 
ing program, at the Psychopathic Hospital, 
City, Iowa. 


MicHIGAN Society oF NEUROLOGY AND 
PsyCHIATRY.—The third meeting of the 
1947-48 program of the Michigan Society 
of Neurology and Psychiatry was held in De- 
troit, Nov. 20, 1947. Dr. Jules H. Masserman 
presented “The Role of the Hypothalamus 
in Emotional Disturbances.” The moderator 
in the discussion was Dr. Russell Costello. 

The fourth and fifth meetings of the year 
were held respectively at Ann Arbor, Jan. 15, 
1948, and at the Ypsilanti State Hospital on 
Feb. 19, 1948. Scientific programs were pre- 
sented at both meetings. 

3ANOQUET Honors GENERAL HAWLEY.— 
To mark the beginning of its sixth year of 
service, the National Council on Rehabilita- 
tion honored General Paul R. Hawley, re- 
cently retired medical director of the Vet- 
erans Administration, at a banquet at the 
Waldorf Astoria Hotel, New York City, 
March 19, 1948. Charles P. Taft, chairman 
of the committee of sponsors for the banquet, 
presided. 

Dr. Henry H. Kessler, president of the 
National Council, in commenting on the 
choice of General Hawley for this honor, 
said, “General Hawley’s reorganization of 
medical services on which the physical res- 
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toration of the disabled veteran is based c Council. Others will be carried on in the 
stitutes a unique contribution to the field of | medical schools of tanding universitie 
rehabilitation, which promotes the over-all VA | 35 general 1 rch laboratories in 
care of the ‘whole man.’ This was acco! perat pital fliated with Class A 
plished through the coordination of the m« ped ultimately to 
cal, social, psychological, educational, laboratori ll 54 VA itals 
vocational services existing in the communit ! tion with medical 
and the promotion of further facilities t hool of t the: nonaffiliated 
answer the needs of the individual disa ' 
person.” fields of medicine 
re ein epilepsy (Dr. 
Willi G en! \ Framingham Hos- 
NATIONAL GASTROENTEROLOGICAL A wad: rsitv) : electroen- 
cCIATION.—The thirteenth scientific sessio1 n focal epilepsy 
of this association will be held at the Hotel 
Pennsylvania in New York City, June ; t features and 
1948. The program for the first 3 days € pan a y (Dr. Harold G 
consist of symposia on gastroduode ul Wolf. Cor tv) > 
ulcerative colitis; jaundice and metaboli eorge Washington 
nutrition and allergy ; and a panel discu 


followed by a “question and answer”’ pet 
which will cover the topics of diabetic, tul 
cular, psychosomatic, and cardiac mani \T; 
tations in gastrointestinal diseases 
fourth day will be devoted to clinical w 
at cooperating hospitals in New York | 
At the annual banquet on June & 
winner of the National Gastroenterol 
Association’s 1948 Cash Prize Award | ( N COPENHAGEN. 
test for the best unpublished contribut \ special 1 been planned f 
will receive the prize of $100 and a Certifi 
cate of Merit. 


in clinical 
Kelly, University 
Dr. F. Pow- 


trainees for 
Rapaport, 
Kansas). 


Further details may be obtained from tl The 
Secretary, National Gastroenterological A j rans an exhibi- 
sociation, 1819 Broadway, New York 
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REsEARCH.—Dr. Paul B. Magnuson, c! nit 

medical director of Veterans Administrat Congress will tes 
has announced that medical records of n 

that 100,000 ill and disabled World by Tulius 


veterans will be used for research pur 
The work will be done in cooperation wit! 
the Committee on Veterans Medical P: 
lems of the National Research Council, 
tional Academy of Sciences. The pri 


hagen, and 

Chr. Smith, medical superintendent of 
rates of the 

tion to attend 


ibition was re- 

will be under the supervision of Dr. Edw ed by President Overholeer. Any nied 
Harvey Cushing, chief of VA’s research | the continent 
education service. ine and t Copenhagen in 
Some studies will be conducted in VA | their itinerary should write to Dr. Jens Chr. 
pitals by VA physicians or by accred ! , Sct. Ha pital, Roskilde, Den- 
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GRANTS-IN-AID FOR RESEARCH IN ReE- 
PRODUCTION.—The Committee on Human 
Reproduction of the National Research 
Council, acting for the National Committee 
on Maternal Health, Inc., announces that it 
will entertain applications for grants for re- 
search in the field of reproduction. Applica- 
tions to become effective July 1, 1948, will be 
received until May 1, 1948; applications to 
become effective October 1, 1948, will be 
received until Aug. 1, 1948. 

For the year 1948-49, the Committee will 
place specific emphasis upon investigations 
of the factors controlling conception, fer- 
tility, and sterility, but other researches in 
the field of human reproduction in general 
will be supported if projects of special sig- 
nificance are presented. In subsequent years, 
changing emphasis may be anticipated. 

The National Committee on Maternal 
Health has informed the National Research 
Council that it proposes to solicit funds to 
finance the program of research recom- 
mended by the Committee on Human Re- 
production to an amount of approximately 
$200,000 for 1948-49. 

Comiununications regarding grants should 
ye addressed to Committee on Human Re- 
production, National Research Council, 2101 
Constitution Ave., N. W., Washington 25, 


FELLOWSHIPS IN CHILD PsyCHIATRY.— 
The American Association of Psychiatric 
Clinics for Children offers fellowships for 
training in child guidance clinic psychiatry 
under the auspices of the U.S.P.H.S., the 
Commonwealth Fund, and some local funds. 
The training is for positions in community 


Chnhics 


where psychiatrists, psychologists, 
social workers, and others collaborate in the 
treatment of children suffering from emo- 
tional or mental illness. 

Most of the fellowships are for two years, 
some for one. The stipend is $3,000 for the 
first year, and more for the second. Pre- 
requisites are graduation from an approved 
medical school, a general internship, and two 
years of general psychiatry. 

For further information write to Dr. A. Z. 
Barhash, Executive Assistant, The American 
\ssociation of Psychiatric Clinics for Chil- 
dren, 1790 Broadway, New York 19, N. Y. 


RESEARCH PosITION AT SCHOOL OF AVIA- 
TION MepicineE.—The Air University School 
of Aviation Medicine, Randolph Field, 
Texas, has been informed by Headquarters, 
U.S. Air Force, that the school has been al- 
lotted one of the limited number of special 
research positions recently authorized by 
Congress to attract outstanding scientists to 
service laboratories. This action by the Air 
Force is the first of a series designed to cre- 
ate an Air Force Aeromedical Center capable 
of fulfilling the needs of that force, which 
emerged from the war as the nation’s first 
line of defense. It is the intention of the 
School of Aviation Medicine to utilize the 
new allocation, which carries with it a 
salary of $10,000 to $15,000 per annum, to 
establish a civilian position-vacancy for a 
director of research. Inquiries concerning 
this vacancy should be addressed to the Com- 
mandant, Col. Harry G. Armstrong, M.C., 
Air University School of Aviation Medicine, 
Randolph Field, Texas. 


SCHOLARS IN MEDICAL SCIENCE, MARKLE 
FoUNDATION.—In the October 1947 issue of 
the JOURNAL (p. 284) announcement was 
made of the establishment of postfellowship 
grants by the John and Mary R. Markle 
Foundation. The Foundation has now an- 
nounced the appointment of the first group 
of 16 Scholars in Medical Science, under 
this plan. Toward the support of the Schol- 
ars and their research the Foundation has al- 
located a total of $400,000 to be distributed 
among 16 medical schools throughout the 
country at the rate of $5,000 annually each 
for 5 years. 

Among the initial grants is one in the field 
of neuropsychiatry ; it goes to Dr. Frederick 
D. McCandless, a graduate of Princeton 
University, who received his M.D. from 
Cornell University Medical College. He is 
attached to the staff of Albany Medical 
College. 


GAP RESOLUTION RE OFFICER TRAINING, 
U. S. Navy anp Coast GuArp.—In letters 
addressed by the Group for the Advance- 
ment of Psychiatry to the Commandant, 
U. S. Coast Guard, and to the Chief of Naval 
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Operations, U. S. Navy, the following ré e, Winst sal North Carolina. Spe- 
lution was placed on record: p 1 ll be devoted to 
Resolved, That the United States Navy a1 
United States Coast Guard be urged to include 
structions in problems of emotional adjustment i ! ind Hansell 
their training programs for officers. 


ding pro- 


The letters add, “This step is advocated it , 
view of the disturbingly large number 
psychiatric casualties in World War I] 
is the firm conviction of this group that 
application, by officers, of scientific kn 
edge of individuals’ emotional reacti 
would significantly reduce the incidence me at 
psychiatric breakdown. The teaching Welfare 
mental hygiene in officers’ training instit Feb, 1948 
tions, therefore, becomes an essential 
previously 


Lake- 
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1940-42), ac- 


INSTITUTE OF GENERAL SEMANTICS, S n an ement by A. W. 
MER SEMINAR.—The fifth summer seminat ’ lirector of t Department. 
training and workshop course on general D1 K. Green. 
semantics will be held August 12 to Sept nt t at M ta for the last 44 
ber 7, 1948, at Lakeville, Conn. The thet irs, whi ret t be e effective 
of the program will be “A Common Deno 
nator for the Improvement of Human | V\ extensive re- 
munication, Social Relations, and Scientifi i ind improve- 
Advance.” Alfred Korzybski will present ment of its treat t programs, the super 
his seminar lectures and training in genera inte nd Hospital is a kev 
orientations and methods during the eram. On 
two weeks. Others on the faculty will | ly Memori tal, 1 occupied by 
Captain James A. Saunders, USN (Ret the Veterans A nist n, will be reac- 
of Washington, D. C., and Dr. Douglas red as a tution, thus con- 
Kelley, of the Bowman Gray School of Me rably enlat t ty and facilities. 
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BOOK REVIEWS 


HE NATURE OF DETERIORATION IN SCHIZOPHRENIC 
ConpitTions. By David Shakow, Ph. D. (New 
York: Nervous and Mental Disease Mono- 


oranhe 
rapnhs, NO. 70, 1940.) 


In this monograph Dr. Shakow reports the find- 
ngs of an extensive and carefully devised study, 
nany years in the making, of the performances of 
schizophrenic patients on a variety of psychological 
tests, the general aim of the study being to augment 

1 to organize our knowledge of the formal (as 

ntrasted with the contentual) characteristics of 

ntal functioning in the schizophrenic disorders. 

Four aspects of behavior were assessed by means 
psychological test methods, vtz.; 
(Stanford-Binet, Army 
Alpha) ; (2) apperceptive processes (Rorschach, 
Word Association); (3) conation (reaction to in- 
terruption, general behavior under conditions of 


special observation); (4) psychomotor functions 


reievant 


I) eneral intelligence 


simple and discriminative reaction time, etc.). 
lhe findings may be summarized as follows: On 
ts of “general intelligence,” schizophrenics tend 
very poorly in tasks involving abstract reason- 
ng and they are moderately inferior in tasks involv- 
ng immediate memory capacity. They do relatively 


well on vocabulary level, and thus is suggested a 
sound basis for the current practice of comparing 


cabulary level with level of performance on other 


s to indicate the presence or absence of an ac- 

1 impairment. However, evidence is presented 
ndicate that an assumption often associated 
with this practice of comparing vocabulary with 
test pe rformances 


1 


vis., the assumption that 
ilary level is a valid index of premorbid in- 
nce level) is not justified. Further, while the 
ulary—other tests” comparison may be useful 


ly the presence or absence 


in disclosing qualitative 
impairment, the wisdom of employing it as a 
ntitative index of degree of impairment is called 

uestion by the finding in this study that there 
i 


ationship between the size of the “vo- 


‘y—other tests” discrepancy and the degree of 
uirment (as judged by careful clinical estimate). 
The apperceptive test indicated a 
nounced individualism in thinking. “Free be- 
observation 


performances 
lavior” under special conditions of 
showed excessive variability and a generally low 
energy level. Motor test pe rformances were sig- 
nificantly poorer than those of the normal controls. 
lhere is an interesting integrative discussion of 
ngs of this and previous studies in which 
the idea is emphasized that a central defect in 
racteristically wide dis- 
vement on the one hand and 
icity level on the other. 

The study is an excellent example of careful 
investigative design and sober reasoning. It is a 
contribution not only because of the reliable factual 
und ideas which it presents but also 
ecause it might well be utilized as a model by 


1 bd 1 
S zophrenia 1S a 


crepancy between a 


GQdta and S¢ 


those who are interested in initiating further in- 
vestigations of the problem. 
ARTHUR L. BENnTON, Pu. D., 
Louisville Mental Hygiene Clinic, 
Louisville, Ky. 


MoperRN WomAN: The Lost Sex. By Ferdinand 
Lundberg and Marynia F. Farnham, M.D. 
(New York: Harper & Brothers, 1947.) 


Had this book been entitled “Homo Sapiens: 
The Lost Species” there would have been less to 
quarrel with since this thesis has much to be said 
for it. One could plausibly point out that the insti- 
tutions which man’s cortex has built up like a shell 
around his naked body are gradually reaching a 
pressure which will crush him, though to be a 
prophet in cosmic matters is an idle pastime and 
events must tell the story and not some delphic 
vision. 

When I was a medical student, the first thing 
the professor of anatomy told us was to beware of 
the false dissection. One could easily roll up a bit 
of fascia and dissect it out as a peripheral nerve 
and it was too easy to split something really united 
and make it into two. This book is an exercise in 
false dissection since it separates the responsibilities 
of men and women for the ills of the race. Actually, 
men and women are more closely united in their 
social and personal psychology than the most in 
timately connected Siamese twins, and considering 
them separately is very definitely a false dissection. 

Let me first state the virtues of the book. It is 
very well written and holds the attention very well 
1 it is most irritating to the critical reader 
because of the abundance of half truths which ap- 
pear on every page. It scans a very wide area of 
human history and human life and welds together 
bi physiology, anthropology, psychology— 
mostly psychoanalysis of the pregenital type—so- 
y, history, and economics; these and many 
other matters are woven into a pattern which is 
bright and shiny and gives the aspect of great learn- 
ing. There is a forceful point of view very well ex- 
pressed and there is much to be learned from the 
contents of the book. This might well be expected 
inasmuch as it is a cooperative labor between a 
social reporter and a psychiatrist. 

The book really starts out with the statement, 
“Men, standing before the bar of historical judg- 
ment, might often well begin their defense with the 
words: ‘I had a mother and then the mis- 
statements begin. I shall not go into these in detail; 
I shall take up only a few of them as characteristic, 
and fairly so, of the book. The authors seem to 
think that adding half truth to half truth to half 
truth makes the truth. I have no objection to work- 
ing hypotheses, but the authors are not scientists 
putting forth hypotheses. They are very ardently 
worked up about something concerning women 
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though heaven knows what it is that 
them so deeply. At present, there seems 
little epidemic of psychiatric antifemini 
I shall not attempt to analyze thoug! 
it. For example, as a beginning misstat 
shall quote from page 3: “They (womer 
dowed with a complicated reproductive 
(with which the male genito-urinary syst 
pares in complexity not at all), a more ¢ 
nervous system and an infinitely complex 
ogy revolving about the reproductive functi 
men, therefore, cannot be regarded as ; 
similar to men than a spiral is to a straig!| 


My query, “Are the words spiral and straig 


symbolic?” There is no question that w 
a more elaborate reproductive system tl 
urinary system is less complicated than tl 


Furthermore, they do not have a more el 


nervous system. The nervous system of 
women is identical except for a few fibr 
go to the reproductive organs and the g 
these are comparable and homologous 
nothing at all in the brain, spinal cord, or p 
nerves which is different in the female tl 
male. The statement “an infinitely con 
chology revolving about the reproductivs 
means absolutely nothing at all. It is just 
bole. Everything is infinitely complex. I: 
have a higher metabolism and the dif 
the female with the reproductive systen 
some extent, be compared to the difficulti« 
male to manifest and retain his virility 
of sexuality rests more heavily in a direct 
the male than on the female. The relati 
reciprocal and not really separable. 

Take a statement like this on page 56, a1 
to repeat that one could find similar erron 
ments on each page: “So far as humans 
cerned all birth is premature by mam 
forced by the disproportionately large hun 
The infant is far from ready to be born, but 
cipitated, willynilly, into the world, there t 
most helpless and dependent of young 
Upon being born, it is shocked by noise and « 
neither before experienced. In a few days 
develops, it will be shocked by light, and 
its shock by blinking and keeping its ey 
most of the time.” This is a beautiful e 
the half truth. The line of evolution st 
animals that are born fully mature and g 
along the line to those intermediate anim 
after coming out of the egg, are helpl 
short time, but walk within a few minut 
they have to be fed and trained by their 
for a long time, as is the case with the bir 


mammals all have large heads, relatively, ar 


less for a considerable period of time aft 
and their infancy is prolonged probably, it 
a purpose in the universe, because they have 
long developmental process ahead of the: 
cially related to the growth of the corte 
having by far the largest cortex, has a long 
He is not born prematurely. He is bor 
creature, but this is not prematurity. Th 


his birth is laid down by heredity, by th« 


use he blinks and 


Mar. 


1 if he 1s born 
Why should hi 


a mustache 


female More- 
st of the time 
eballs around 
are in process 
developed, the 
k “most of the 
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of Post-Copernicus man, whatever that means since 
man is always post or pre something or other, is 
built on the wheel and new sources of power. The 
expanding power of steam is not phallic. The wheel, 
if it is given any sexual symbolism at all, would 
have to be female rather than male, and electricity, 
or without wires and generated in diverse 
present in every cell of the body, and the 
growth of nuclear physics, all these have nothing to 


do with phallic symbols. 


with 
ways, 


Besides, as one of my elder 
contemporaries once pithily said, “Everything in 
the world is straight or round so pay your money 
and take your choice.” 

In this chapter (IV) there is one of the most 
beautiful examples of bias and irrelevance I have 
read. A quotation is given from Bertrand 
Russell follows: “Men fear thought as they 
fear nothing else on earth—more than ruin, even 


ever 


as 


death. Thought is subversive and revolutionary, 
destructive and terrible; thought is merciless to 
privilege, established institutions and comfortable 


and lawless, indifferent 
to authority, careless of the well-tried wisdom of the 
Thought looks into the pit of hell and is not 
ifraid. It sees man, a feeble speck, surrounded by 
unfathomable depths of silence; yet it bears itself 
as unmoved as if it were lord of the uni- 
Thought is great and swift and free, the light 
of the world, and the chief glory of man.” (p. 83). 
quote the comment: “It is 
clear that Professor Russell believes he has hold of 
something stupendous: the omnipotence of thought, 
less, of which he asserts all the other boys in the 
are scared to death. Professor 
in thus showing off his beautiful tool, is 


habits; thought is anarchic 


now author’s 


1 
ighborhood 


very much like the small boy who asserts that with 
is penis he can urinate farther than any other 
small boy and certainly farther than any little girl. 
Both are clearly talking about the same thing, the 
source of personal power, although in Professor 
Russell the idea has been sublimated into the work- 
ings of the intellect. The little boy, however, being 
earer his own origin, is nearer the irreducible 
reality.” This brings up one of my chief quarrels 
with such thinking. The remotest of resemblances 


is translated into identity. Professor Russell is 
going through an exhibitionism to be compared with 
a small boy who sets agoing a stream of urine in a 

This brings up the question, 
What exhibitionisms are the authors going through 


in this book is a man and the other a 


show-off fashion. 


since one 
woman? 


A cardinal error and one which is briefly stated 


on page 141 is as follows: “Some psychiatric ob- 
servers, noting the vast quantity of neurosis in 
modern civilization, have concluded that it is not 
the individual but society that is neurotic. To us 


this is an invalid point of view, as society is but the 
sum total of the individuals within it.” That sounds 
correct, but it is entirely wrong. Society is the in- 
stitutions which have been built up from earliest 
days on as well as the individuals living at any one 
time. If we were to estimate the people living in 
this present world as two billions, they have had 


only a very tiny part to do with the conditions 
under which they live and the psychopathology of 
the social structure. Their churches, their beliefs, 
their habits, their ways of life have been handed 
down to them by the dead and by the institutions 
which those dead have built up. In other words, 
social heredity is an enormous force. Each indi- 
vidual is born into a social pressure with which his 
contemporaries have had something to do, but which 
his ancestors have mainly fashioned. The ideals of 
morality may date back to Nomads who migrated 
to Palestine; the religions may come from mystics 
dead 2,000 years and to interpreters like St. Augus- 
tine who knew nothing at all of science or of the 
Copernican Revolution, nor of Darwin or Freud, 
yet whose power is greater on the individual than 
that of Copernicus, Darwin, and/or Freud. 

As I stated in the beginning, the book spreads 
itself so widely and, I believe, quite superficially 
over so vast a field that to discuss it would be to 
write another book, probably not much better than 
this one since the complicated subject of modern 
woman is interwoven with all the complexities of 
a world which is threatening to overwhelm its in- 
habitants. Fundamentally, this book is in the long 
line of scapegoat seekers. The sins of the congrega- 
tion are put on woman, and then she is to be thrust 
out into the wilderness and the congregation will 
then go on shriven of its sins. Frankly, the selec- 
tion of this favorite scapegoat is unfair and primi- 
tive, and it is only by a distorted and biased selec- 
tivity that it has any plausibility. 

ABRAHAM MYERSON, 
Boston. 


DESCRIPTION AND MEASUREMENT OF PERSONALITY. 
By Raymond B. Cattell (New York: World 
Book Company, 1946.) 


This book is in the Measurement and Adjustment 
Series, edited by Lewis M. Terman. It is based on 
a cross-sectional approach, to be followed in due 
course by a second volume on personality develop- 
ment. The author draws upon some 286 studies, 
psychometric and statistical in nature, carefully se- 
lected with a view to systematic assessment of the 
present status of traits and trait measurement. 

An examination of the concept, “trait,” and of the 
research approach to identification and measure- 
ment, stresses the importance of factor-analysis 
principles. This should not isolate measurement 
from clinical practice. Rather should the two come 
together, although the latter must be based upon 
the former. While at any given time experimental 
evidence will be suggestive of the existence of a 
given number and type of personality variables, 
terminology must remain flexible and recognize the 
approximate nature of current findings. None the 
less, the wave front of personality structure, repre- 
sented by these formal variables, will have at all 
times significant meaning in clinical and educa- 
tional practise and hence will derive its conceptual 
inspiration from clinical insights. 

Such an approach is bold and, at times, over- 
powering. It leads to forthright attack on many 
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difficult problems, and to tentative staten 
sented in crystallized form before we are « 
ready to accept them. “Surce” and “surf 
are distinguished. The problem of “trait 
action” is grappled with, in anticipatior 
evitable logical dilemma of the one and t 
Clinical and life-situation validation is « 
unfavourably with the purity and 
internal validation by factor or clust 
Optimistically, there is the hope of arriy 
frame of reference by means of which the eff 
clinicians, educationists, industrialists, parent 
will be coordinated, in respect to the new get 

The outcome (tentative, of course) is a li 
traits, ranked in order of certainty, 11 
in the light of existing evidence. Presuma 
for measuring these traits will follow 
While the mere listing conveys little in 
understanding, it may serve to incite r 
the author’s discussion. Accordingly 
here, as follows: 


al 


Cyclothymia vs. Schizothymia. 

Intelligence, General Mental Capacity 
Defect. 

Emotionally Mature Stable Character 
moralized General Emotionality. 

Dominance-Ascendance (Noneuph 
mania) vs. Submissiveness. 

Surgency vs. Agitated Melancholic D 

Sensitive, Anxious Emotionality vs. Ri 
Poise. 

Trained, Socialized Cultured Mind ws 
ness. 

Positive Character Integration vs. 
pendent Character. 

Charitable, Adventurous Cyclothymi 
structive, Withdrawn Schizothymia. 

Neurasthenia vs. Vigorous, “Obsessio 
mined” Character. 


Hypersensitive, Infantile Sthenic Emoti 
Phlegmatic Frustration Tolerance 
Surgent Cyclothymia vs. Paranoia. 


The list itself tends to detract son 
the systematic aspirations of the 
there is nothing to suggest any greater s 
clarity or purity in the resultant classifi 
ing. The dominant interest, directing the t1 
and hence, by the author’s method, the sy 
areas of observation, is that of psychiatry 
a modicum of educational and socially-m 
ence. The reviewer is convinced of the 
value of Cattell’s techniques of assessment a 
relating of data; of the significance of ‘cl 
of the adherence to scientific measurement 
only safe check on conceptual structure. But 
thing is sadly lacking in any discipline that 
its observations to be classified beforehan 
the classification inheres in the very postulat 
purposes of the discipline itself. This is not 
cism of Cattell, so much as of psychology 
W. Linz, Pu. D., 
Dept. of Psychology, 
University of 7 
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